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Brrore discussing so radical an operation as hysterectomy before an 
audience not entirely familiar with my methods, I feel that I must 
premise any description of methods of extirpation by an urgent 
appeal for a due regard for the far higher office of our craft, namely, 
a wise conservatism. 

My personal observation convinces me that the pelvic organs are 
daily ruthlessly sacrificed in many clinics in cases in which, with a 
little greater effort and with a little more delicate surgery, exsecting, 
and repairing, and draining, these organs might have been spared, 
to the infinite advantage of the patient. 

Those women who suffer most from these too radical procedures 
are the sufferers from pelvic inflammatory diseases, in which group 
of cases the ovaries are, as a rule, only innocently (if I may say so) 
involved in the process. At the same time, in the past history there 
has been an eruption of infectious material from one or from both 
uterine tubes, raising a peritoneal storm in the pelvis, which has 
finally subsided, leaving ovaries, uterine tubes, and uterus 
more or less attached to the circumjacent organs and tissues by 
peritoneal adhesions. It is often sufficient in such cases to release 
* Paper read at a joint meeting of the Glasgow Obstetrical and Gynecological Society 


and the Edinburgh Obstetrical Society held in Glasgow, on 18th June, 1903. 
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the adhesions, or, at the utmost, to remove the diseased, disorganised 
uterine tubes, to restore the patient to health. 

At any rate, I think it is better at present, when treating a young 
woman, to put the case clearly before her, and then to ask permission, 
if I find it at all possible, to pursue a conservative course, frankly 
stating, also, that in event of a failure to restore health, I may be 
obliged later to perform a second more radical operation. A surgeon 
guided by these principles is radical because he is forced to it, and 
not from choice. 

Again, I would urge that some of my own most successful con- 
servatism has been in some of the very worst cases of pelvic abscesses 
I have seen. 

IT note also, with regret, to-day an increasing tendency to sacrifice 
small myomatous uteri, which, in my own judgment, either require 
no operation at all, or, at the most, call for a myomectomy, enucleat- 
ing the tumours without taking away any part of the uterus. 

With this necessary preamble, I now feel safe in speaking of 
radical methods of operating, without running a risk of being mis- 
understood. 

I believe the next advance in our gynecological surgery, the most 
natural step, the one which lies directly before us at the present 
moment, is not the quest of some new and more brilliant opera- 
tion, but simply to co-ordinate these methods we already have, 
adjusting each procedure to its own particular field of usefulness. 
Of this subject I desire now to speak most earnestly to my colleagues, 
as I firmly believe that several of the newer methods have peculiar 
and special fields of utility, and that, rightly appreciated and rightly 
used, in these particular fields they afford us the means of saving 
lives in just those difficult situations in which the older methods have 
left us in the lurch. 

Let me, then, in order to place the matter clearly before my 
hearers, briefly describe the various methods of extirpation, first 
using the normal organs simply as a model for demonstration, and 
then applying the different methods to their appropriate pathological 
conditions. 

The relative value of the organs to the woman can be pictorially 
presented by a series of five blocks piled one on the other (Fig. 1, 
p- 345). If I remove one top block, or one top and one lower block no 
function is seriously disturbed; even if I remove one tube and the 
opposite ovary, conception, although rendered more difficult, is by no 
means impossible. I had such a case in the wife of a doctor who 
conceived soon after returning home, the ovum necessarily passing 
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from the right ovary up the left uterine tube, and so into the uterus. 
The right uterine tube and the left ovary were removed. She bore a 
healthy child at term, and again conceived an extra-uterine fetus. 

If, now, I remove both the upper blocks (the uterine tubes), con- 
ception goes, but menstruation, ovulation, and internal secretion are 
retained ; if I remove the top blocks and the next below (the uterus), 
I still retain, with the ovaries, ovulation and internal secretion. 

If, on the other hand, I remove both lower blocks (ovaries), the 
whole falls, for with the ovaries go not only ovulation and internal 
secretion, but menstruation and conception as well. So I take it, as 
a rule, when the ovaries are sacrificed it is best to remove with them 
the uterus and the uterine tubes. 

Let me now illustrate the various ways of removing these struc- 
tures, using simple diagrams. I leave out the round ligaments with 
the understanding that, though small and insignificant in the course 
of the operation, they must yet always be tied to avoid a slow, 
persistent hemorrhage. 
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Fic. 1.—Remove in order from top to bottom, one by one. If bottom row is 
removed (3a+3b) the whole falls. 


The classical method or methods of removal, inspired by Freund 
and rendered more precise by Stimson, by the express ligature of the 
large vessels (uterine and ovarian), consists in tying of, first, one 
ovarian and uterine artery, then the opposite ovarian and uterine, 
and then amputating the uterus through the cervix (Fig. 2, p. 346). 
This is immaterially modified by tying both ovarian vessels first, then 
tying the uterine, and then amputating (Fig. 3, p. 346). 

Another method of removal is this(Fig. 4, p. 347), which may be 
called the Pryor-Kelly method—the enucleation by a continuous 
transverse incision from side to side. The ovarian vessels of one side 
are tied, then the uterines of the same side; the cervix is then divided 
above the vaginal vault, and the uterine vessels of the opposite side 
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exposed and caught. Last of all, as the severed uterus is lifted out 
of the abdomen, the remaining ovarian vessels are caught. 

Another method of removal is Faure’s (Fig. 5, p. 348). The 
uterus is pulled well up and forwards, exposing the cervix behind in 
the region of the utero-sacral ligaments. The first step in the opera- 
tion, then, is to divide the cervix completely; as the uterus is pulled 
up the uterine vessels are exposed and caught, or the finger is pushed 
through between the divided portions of the cervix and the broad 
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Fic. 3.—Classical method in order: 1, 2, 3, 4, 5. 
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ligaments, first on one side, then on the other, hooked up in the finger 
and clamped, and the uterus removed, with or without the ovaries, in 
one piece. This differs from Doyen’s method in not opening the 
vagina, and in leaving the cervix, being a sub-total operation. 

Again, we can pull the uterus up and backwards, exposing the 
cervix anteriorly and dividing it as the first step in the operation, 
and exposing the uterine arteries in this way. After clamping the 
uterines, the uterus is pulled up and further detached, when the 
ovarian vessels are clamped (Figs. 6a and 68, p. 348). This is Kelly’s 
subtotal anterior extirpation, differing from Richelot’s operation in 
not opening the vagina, and in the particular limited class of cases 
for which it is designed. 
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Fic, 4.—Removal by a transverse incision in order from left to right—1, 2, 3, 4, 5— 
or from right to left. 


Again, I can take two long clamps and thrust one down each side 
of the uterus, from cornu down to and including uterine vessels, and 
then, after removing the uterus, I have more light and room to attack 
and remove the uterine tubes and the ovaries (Chaput’s method) 
(Fig. 7, p. 349). 

Lastly (Faure-Kelly-Kreenig’s method), I can catch the uterus by 
its cornua, and, pulling it up towards the abdominal cavity, bisect it 
down into the cervix. Then, by dividing the cervix on one side, I 
expose and control the uterine vessels, then pulling up that half of 
the uterus so that the cervix lies uppermost, the ovarian vessels of 
that side are exposed and caught. With a similar treatment of the 
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opposite side, the pelvis is emptied of uterus, ovaries, and uterine 
tubes (Fig. 8, p. 350). 

I will not speak at length here of such an anomalous procedure 
as the incision of the anterior face of the uterus, into its cavity, and 
then of the posterior face, and then dividing up to the fundus and 
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Fic. 5.—Removal of uterus by first dividing cervix posteriorly, and then clamping 
one broad ligament and then the other, or by ligating the vessels as shown in the 
figure. 


Fic. 6a. 


Horizontal transverse section of the cervix anteriorly exposing the uterine vessels. 
This may be followed by bisection from behind up to fundus. 
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down into the cervix, a method rarely necessary in some of the worst 
inflammatory cases with retroflexed uteri. 

To recapitulate, we have these procedures : — 

1. (a) The ligation of both ovarian and then of both uterine 
vessels, followed by the ablation of the uterus. (b) The ligation of 
an ovarian and a uterine on one side, followed by the ligation of the 
ovarian and the uterine of the opposite side, with the final step, the 
amputation of the uterus. 

2. The ligation of ovarian and uterine vessels, amputation of 
the cervix, opposite uterine and opposite ovarian vessels. 

3. Transverse division of the cervix behind; both uterine and then 
both ovarian vessels secured. 

4, The transverse division of the cervix anteriorly, followed by 
(a) ligation of both uterine and then of both ovarian vessels, or (b) 


Fic. 7.—Clamping off the broad ligaments close to the uterus to effect the removal 
of the uterus without hemorrhage. This is then followed by the removal of the 
ovaries and of the uterine tubes. 


the bisection of the uterus from below upwards, beginning in the 
divided cervix, followed by the removal of first one half and then the 
opposite half. 

5. Bisection of the uterus from the fundus down into the cervix, 
with amputation of first one half and removal, and then the opposite 
half, leaving or removing the ovaries and uterine tubes at the time 
of the removal of the uterus as most convenient. 

Let us now apply these methods to groups of cases, remembering, 
as I have stated, that the more unusual methods find their proper 
field in meeting certain complications. A simple enucleation case 
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Fic. 8.—Bisecting the uterus, following the order 1, 2, 3, 4; then removing the 
opposite side in order 5, 6, 7, or vice versa. 


Fic. 9.—Removing a uterus by the continuous transverse incision in order to attack 
last, and from beneath, the adherent structures on the right side. After tying 
the right uterine vessels (4), the operator may take the direction 5a or 5b, leaving 
or removing the disease with the uterus. 
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may be treated indifferently in the classical way, or by the continuous 
transverse incision, or by Faure’s method of posterior supravaginal 
amputation of the cervix (Figs. 2, 3, 4, 5). 

Let us suppose now three kinds of difficulties in inflammatory 
cases :—(1) Those in which there is a pelvic abscess with extensive 
bad adhesions, say, on the right side; (2) those in which there are 
abscesses with bad adhesions on both sides; (3) those in which not 
only are the lateral structures badly adherent, but the fundus of the 
uterus is retroflexed and buried in adhesions, and the cervix alone 
can be felt through the bladder. 

I will speak presently, also, of fibroid tumours. 

Now, in the first place, with bad adhesions (Fig. 9, p. 350) on 
one side, how much simpler the whole procedure would become if I 


Fic. 10.—Bisection in a case of adhesions on both sides, The adherent ovaries and 
tubes may be left behind to be removed separately, or may be removed with the 
uterus as indicated by the branched lines 4 and 7. 


could secure more room and more light by removing the uterus and 
the easier side. By doing this I would also secure new avenues by 
which to attack the adherent mass, notably from below or from the 
front of the broad ligament, instead of from above. 

Now, all those advantages I do actually secure by enucleating by 
the first method, beginning on the easy side (Fig. 4, p. 347) and 
carrying the incision down to the uterine artery, across the cervix, 
and then controlling the opposite uterine vessels, and then continuing 
up the broad ligament either on the mesial aspect of the badly 
adherent structures, and so leaving them for separate treatment, or 
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continuing the enucleation up between the adherent mass and the 
pelvic wall, removing the diseased structure en masse. 

Now, suppose we have to deal with a case with bad adhesions on 
both sides (Fig. 10, p. 351). In this instance there is no easier side 
to begin on—both are alike difficult; and, while the last procedure 
will surely greatly facilitate the operation after I have succeeded by 
painstaking efforts in freeing one side, still it is not an ideal method. 

Here we employ the bisection method, splitting the fundus down 
into the cervix, and then dividing the cervix horizontally to expose 


Fic. 11.—A retroflexed uterus buried under adhesions; the cervix alone is accessible. 
The operation begins by most carefully bisecting the cervix in a transverse direc- 
tion, and then controlling the uterine vessels. The uterus may also be bisected 
in a direction from below upwards, following, if needs be, the posterior face, and 
leaving a layer of uterine tissue attached to the bowel. 


and control the uterine artery, and then enucleating first one half 
and then the other half of the uterus in a manner closely analogous 
to the continuous method—from side to side. 

Lastly, when the body of the uterus (Fig. 11, p. 352) is buried 
under adhesions, the enucleation can be done by exposing the cervix 
behind the symphysis by pushing the bladder down, and then 
dividing the cervix horizontally, so as to detach the uterine body 
from the cervix and expose, at the same time, the uterine vessels 
which are then controlled. 
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The uterus may now, according to circumstances, be enucleated 
in its totality, or it may be bisected in the direction from below 
upwards. 

Not to prolong my brief discussion of this important subject, I 
will remark that the same principles apply to the treatment of fibroid 
uteri of large or of small size. For example, an intraligamentary 
fibroid is often best approached from the opposite side (Fig. 12, p.353). 
Pryor, of New York, was the first to note this fact and to apply it to 
these cases, making the first enucleation by the continuous transverse 
incision from side to side. 

Given a medium-sized or a small fibroid uterus, with both uterine 
tubes and ovaries bound down in the pelvis behind and beneath the 
tumour, and the best method of removal will, as a rule, prove to be 
bisection. 


Fic. 12.—An intraligamentary myoma best treated by the continuous transverse 
incision from left to right. It was in a case of this sort that Pryor first attacked 
the uterine artery of the engaged side by a transvaginal incision, instead of 
proceeding from above downwards. In such a case as this, the myoma itself can 
be bisected without touching the uterus. 

I am sure I saved the life of an exsanguinated woman some years 
ago by removing a large fibroid uterus in this way (Fig. 13, p. 354). 
The ovarian vessels could not be reached en masse at the pelvic brim, 
so I began to tie them off separately, as I could pick them up at the 
surface of the uterus; but the harder I worked the more the mass 
bled wherever it was touched. In sheer desperation, therefore, I 
took several pairs of long-jawed powerful forceps, and, thrusting one 
jaw into the substance of the tumour, clamped the forceps down on 
the vessels. I then boldly bisected the uterus down into the cervix, 
exposed and caught the uterine vessels, and then enucleated first one 
half and then the other in the manner described, from below upwards 


—thus by a procedure, at the time seemingly desperate, saving the 
patient’s life. 
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The principle of bisection is also of value in enucleating single 
fibroid tumours from their bed. It also sometimes simplifies the 
removal of a badly adherent ovarian cyst. 

f In résumé, the newer methods proposed are designed to simplify 
the treatment of certain difficult cases. Properly used by a skilled 
surgeon, these methods will greatly facilitate the operation : — 

1. By greatly shortening the period of enucleation, and so 
bringing the operation to the one point in which all operations are 
alike, to the point of closing the peritoneal and the abdominal 
wounds. 

2. By the newer methods, the great uterine vessels, whose control 
constitutes the chief step in the operation, are promptly secured, and 
thus any dangerous hemorrhage avoided. 


Fic. 13.—A fibroid mass in which it may be necessary to bisect on account of the 


difficulty of bunching the ovarian vessels in order to ligate them. Pelvis in 
outline. 


3. By the removal of the uterus, abundant room is afforded to 
deal with the adherent uterine tubes and ovaries. 

4. Abundant light is also shed upon the field of operation, and 
every step can be followed in all its minuter details. 

5. New avenues are also opened up for releasing adherent struc- 
tures from below, from the front or from behind, instead of simply 
working from above as formerly. 

6. It is also possible, with greater precision and security, to pack 
off the diseased structures, sequestrating them from the general 
abdominal cavity. 


I have not been careful, in seeking emphasis, to avoid repetition. 
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CONGENITAL ADENOMATOUS BRONCHOCELE, 


By JOHN HEWETSON, M.D., F.R.C.S., 
Assistant Obstetric Officer, General Hospital, Birmingham. 


In the month of March of the present year, a foetus was sent by 
Dr. J. F. Harvey to the Pathological Museum of this University, 
exhibiting a very large cervical tumour which presented pathological 
features of great interest, and, I think, worthy of publication. The 
following history has been sent to me by Dr. Harvey, the whole of 
which, except the part bearing upon family record, I will reproduce 
in his own words :— 

“After a very thorough investigation, going back several genera- 
tions, I could find no trace of congenital abnormality or thyroid 
enlargement, on either the maternal or the paternal side of the 
family. There was no history of new growth to be found in any 
member, except one isolated case of cancer in a great-grandmother. 
E.B., aged 26, the wife of a working-man, was the mother of the 
foetus under discussion. 

“Personal history. At the age of twenty she suffered from renal 
calculus, for which she underwent an operation. She was married 
three and a half years ago; her first child was still-born at 7} months, 
her labour being prematurely induced by a fall. Her second child 
was born at full term and is now a healthy boy of 18 months. Her 
third is the specimen under consideration, and was born between the 
7th and 8th months of its intra-uterine life. During this third 
pregnancy, the mother took no drugs except an occasional aperient. 
When about 44 months gone in this pregnancy, she was standing one 
day at the bottom of the terrace where she lives, and saw a young 
man pass who had a very large lump (as big as a basin) on the left 
side of his face and neck. It made a great impression upon her for 
a time and set her thinking; for example she wondered what his feel- 
ings were amongst friends or strangers, and pondered over what 
could be the cause of it, etc. The sight, however, did not cause her 
fear or disgust, and she did not think of the sight in association with 
her own condition in any way. The sight of the child to which she 
gave birth did not, at first bring this circumstance back to her 
memory, and it was only on being reminded of the incident by a 
relative that she remembered it. 

“History of labour. Pains commenced in her back on Wednesday 
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night (March 18th, 1903). They gradually increased in severity 
during Thursday, Friday, and Saturday. On Sunday the character 
of her pains altered; they became felt more in her stomach and were 
of a bearing-down character. During all this time she had little or 
no sleep. The pain continued until Tuesday, upon which day it 
became still more severe. She was examined by a midwife, who 
described them as colic pains, and expressed the opinion that she 
would probably go to full term. On the afternoon of Tuesday 
(March 24th) the pains became so unbearable that the patient came 
over to my surgery, which is not a hundred yards from her home. 
She was accompanied by a neighbour; this would be about 4 p.m. I 
could see that she was suffering from severe pain, and, upon vaginal 
examination I found her to be in strong labour. The membranes 
were tense and bulged during a pain. The os was dilated to about 
the size of a crown piece. About 6-30 p.m. on the same evening I 
saw her again at her own house, the os was then fully dilated, a 
vertex could with difficulty be felt. I ruptured the membranes; a 
quantity of liquor amnii escaped with much force, nearly two 
chamberfuls were collected, and a quantity was lost on the bed and 
floor. The head descended quickly into the pelvis and on to the 
perineum in the L.0.A. position. After about half-a-dozen strong 
pains, without any further advance of the head, I applied short 
forceps and delivered during the three following pains. Moderately 
strong traction was found necessary to deliver the head, although the 
perineum and soft parts were quite dilatable. The placenta separated 
in a few minutes and was easily expressed. There was nothing 
abnormal noticed in its appearance or consistence; hemorrhage was 
very slight. 

“The child, a male, cried lustily on delivery. <A large tri-lobed 
cystic tumour was seen in the neck, the left lobe being much the 
largest, and extending from the angle of the jaw to the clavicle and 
causing extension of the head. The child lived two hours. The 
nurse, who was present when it died, stated that it suddenly became 
convulsed and then expired. 

“The progress of the mother was uneventful and satisfactory in 
every way.” 

The fetus is a male, weighing 5lbs., of about 71 months, well 
nourished, and showing no apparent abnormality other than a large 
cervical tumour. (See photograph, No. 1). 

The cervical tumour is approximately the size of a large Jaffa 
orange, being 4} inches transversely and 3 inches vertically. Quite 
two-thirds of the bulk of the tumour are situated on the left side of 





Fic. 1.—The fcetus prior to dissection. 











Fic. 2.—The tumour removed from the body, anterior 
aspect, showing tip of tongue above trachea and cesophagus 
below. 


Fic. 3.—Posterior aspect of tumour, showing the healthy 


right thyroid lobe clasping the trachea, the lateral curvatures 
in trachea and esophagus, also glottis and back of tongue. 
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the neck. There is no well-marked isthmus to the two lateral lobes. 
Its upper margin on the left side reaches as high as the external 
auditory meatus and overlaps a considerable part of the left lower 
jaw, whereas, on the right side, the upper margin of the tumour is 
limited by the inferior margin of the mandible. The inferior margin 
of the tumour on the left side hangs over the front of the thorax as 
low as the third intercostal space. Its left lateral margin is bounded 
by a line drawn vertically upwards through the middle of the left 
shoulder joint. Its right lateral margin is bounded by a line drawn 
from the right angle of the jaw to the middle of the right clavicle. 
The surface of the tumour is somewhat irregular, due to evident 
lobulation. Its consistence is generally soft and fluctuating, with 
hard masses scattered irregularly between the fluctuating areas. 


The tumour is intimately associated with the trachea, but can 
be moved freely over the lower jaw, clavicle, sternum and ribs. A 
No. 12 urethral bougie passes quite readily down the esophagus. 


Relations and Character after dissection. The tumour was found 
to be perfectly encapsuled, and shelled out readily from all the 
structures of the neck, with the exception of the larynx, trachea and 
cesophagus. It was subjacent to the sterno-mastoid and sub-hyoidean 


muscles, which were stretched to thin muscular bands over it. It 
completely encircled the trachea. The thymus gland, which was 
normal in size and structure was attached by loose fibrous tissue to 
the posterior-inferior aspect of the mass. The parotid and sub- 
maxillary glands were very small but apparently normal. The 
carotid arteries and jugular veins were displaced outwards and back- 
wards, more especially on the left side. The vagi and sympathetic 
nerves were situated behind the tumour. The esophagus was situ- 
ated on the posterior aspect of the tumour and closely adherent to 
it. (See photograph No. 3). It showed a lateral curvature with its 
convexity to the left, and an antero-posterior curvature with its 
convexity backwards. Beyond an antero-posterior flattening, the 
cesophagus showed no diminution of its lumen. 


The trachea was intimately adherent to the posterior surface of 
the tumour. It showed considerable lateral compression, and the 
lumen of the tube was diminished to about one-half its normal 
capacity. A well-marked antero-posterior curvature of the trachea 
with its convexity backwards, and a lateral curvature with its con- 
vexity to the left, also existed. Even when removed from the body, 
the trachea was all but encircled between the left half of the mass 
and the tip of the right lobe of the thyroid gland. There were no 
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congenital fistule visible in the walls of the pharynx or esophagus, 
and there was no indication of a persistent thyro-glossal duct. 

The foetal heart was enormously distended with blood, especially 
on the right side. A large patent ductus arteriosus still existed. 
The lungs were universally dark in colour, and markedly congested, 
very similar to the condition seen as a result of asphyxia. 

The tumour. The mass, when removed from the neck, together 
with the tongue, larynx, trachea, and esophagus weighed 220 
grammes. It consisted of three chief masses, one entirely on the 
left side, and by far the largest, a second, which would correspond 
to the pyramid of the thyroid gland and slightly to the left of the 
middle line, and a third, situated in front and to the right of the 
trachea. (See photograph No. 2.) On the extreme right of the 
mass, is a small portion of apparently healthy thyroid tissue 
representing a part or the whole of the right thyroid lobe. 

On section, the tumour is composed mainly of cysts full of clear 
mucin-like substance. The cysts vary in size from a pin’s head to 
a tangerine orange. In making the section, there was considerable 
resistance to the knife at several points, suggestive of cartiliginous 
or calcareous masses. The remaining part of the tumour is solid, 
and gives the ordinary appearance of soft adenomatous tissue. The 
capsule of the entire mass is richly supplied with plexuses of veins. 
Inside the general capsule, there are several masses of new growth 
which have separate capsules of their own. No colloid matter, or 
any substance resembling derm can be detected in the cut surface. 
Sections of the right lobe of the thyroid gland give the ordinary 
naked eye appearance of fetal thyroid tissue. This right lobe is 
intimately adherent to the general mass of the tumour. 


Microscopical Examination. Pieces of all parts of the tumour were 
prepared for examination. Sections of each piece were stained by two 
methods—(1) hematin and eosin, (2) hematin and Van Gieson’s stain. 

Low Power. The capsule consists of loose fibrous tissue in the meshes 
of which are numerous thin-walled veins and blood sinuses. From the 
deeper aspect of the capsule slender bands of similar fibrous tissue run into 
the substance of the tumour, separating the larger glandular spaces from 
each other. The tumour substance can be broadly divided into a connective 
tissue element and an epithelial element. The former, which presents a 
great variety of tissue, is almost certainly mesoblastic in origin, whereas 
the latter is, in all probability, hypoblastic. 

The connective tissue element of the t nour consists of (a) cells, and (d) 
formed tissue. (a) The types of cells that strike the microscopist are round 
cells, spindle cells, and stellate cells. So much is this the case that in large 
areas composed entirely of cells and devoid of formed tissue or acini one 
sees the exact appearance given by lymphoid tissue, spindle-celled sarcoma, 
and myxoma respectively. (b) Of the formed tissue elements there are 





Fic. 4.—Mag. No. 6 ocular, objective Zin. Zeiss, showing cellular stroma, mass 


of cartilage, acini of No. 1 variety showing clear mucus or mucus and round cells, 


acinus showing columnar cells to right. 








‘th in. objective, showing cellular stroma, round 


No. 6 ocular, 


Mag. 


é. 


Fie. 


s 
a4 
o 
o— 
Sal 
° 
2 
< 
y 
al 
° 
2 
n 
3 
es 
= 
a 
i) 
CS 
a 
= 
=| 
3 
a 
a 
3 
o 
4 
He 
= 
o 
a 
Ss 
vo 
=) 
o 
= 
=} 
= 
= 
a= 
a 
2. 
n 
an 
= 
| 
5 
3 
n 
= 
oO 
v 








Hewetson: Congenital Adenomatous Bronchocele 359 


(1) small masses of hyaline cartilage, rounded or elongated in shape, 
dense in structure, and staining deeply, though somewhat irregularly, with 
heematin ; (2) small, moderately hard calcareous masses are strewn about 
the tumour, especially towards its centre. These, on being decalcified, 
consist of a uniformly dense matrix, staining bright red with Van Gieson’s 
stain, and containing spaces in which are spindle or stellate cells ; (3) long, 
loosely-packed bundles of non-striped muscle are strewn about the section ; 
sometimes these are cut transversely. 

The Acinous Portion. The acini vary in size from that of a Lieber- 
kiihn’s gland to cysts the size of a tangerine orange. Many of the acini are 
apparently empty, whilst others contain a homogenous substance, and a 
third group contain a homogenous substance and cellular element. (See 
photo-micrograph No. 4.) A considerable number of the larger acini show 
beautiful intra-cystic growths. To avoid repetition I will describe the 
exact character of the epithelium lining these alveoli under a high 
power magnification. 

The tumour, as. seen by this power, is moderately vascular, being 
supplied with thin-walled vessels scattered irregularly throughout its 
substance. There is, in certain areas, a considerable amount of recent 
hemorrhage into both acini and stroma. Occasional areas of brown 
pigmentation suggest the remains of old hemorrhages. 

High Power. There is little or nothing to add concerning the capsule 
or delicate fibrous framework passing from it into the interior of the 
tumour. The connective tissue portion of the tumour merits further 
description. The cellular groundwork forms the bulk of the solid part of 
the tumour. It consists of large areas of the following cells, sometimes as 
pure types, in others as mixed types of cells, as seen in photo-micrograph 
No. 5—(1) small round cells, with a well-defined, round, deeply-staining 
nucleus; the protoplasm of these cells stains moderately deeply. Not 
uncommonly these small round cells are arranged in isolated, rounded 
masses, exactly like lymph follicles ; (2) spindle cells, short and plump, with 
an oval nucleus, and protoplasm that stains imperfectly ; (3) stellate cells, 
with an oval or spherical nucleus, and protoplasm that is all but 
transparent. These cells are loosely packed, and the whole effect is typical 
of myxomatous tissue. The predominating type of cell is the spindle cell. 

The cartilaginous masses show their most mature part in the centre. 
The margins fade away into the cellular elements of the stroma. Very 
minute masses of cartilage are visible only to the high power, in the 
midst of the cellular groundwork. None of the cartilaginous masses are 
surrounded by well-formed fibrous tissue. These facts lead me to think 
that these cartilaginous nodules are being gradually built up from the 
afore-mentioned cells of the stroma. On examining the larger masses of 
cartilage it can be seen that towards their centre the cell spaces are more 
capacious, and contain several cells in their interior. Further, the hyaline 
matrix, towards the centre, is much denser than at the periphery. These 
denser areas stain more deeply, and not infrequently occur in irregular 
masses. The appearance thus presented closely resembles the preparatory 
stage to ossification. 

The calcareous masses are never large, and always form irregular 
spicules. Their structure and staining properties, as already described, 
lead me to the view that they are in reality true ossifications rather than 
calcareous degenerations. 

The muscular tissue consists of long, non-striped fibres running in wavy 
bundles, possessing long, deeply-staining nuclei. Their protoplasm takes 
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on the characteristic brown stain with Van Gieson, and their clearly cut 
margins are well seen under the high power. (See photo-micrograph No. 6.) 
Sometimes the muscle fibres run singly, or have a branching character. 
Not infrequently they are cut transversely, presenting circumscribed, 
loosely packed bundles. They are generally seen in the vicinity of 
cartilaginous masses. 

The acini are of three varieties—(1) the greater number are lined with 
a single layer of cubical epithelium, the nuclei and protoplasm of which 
stain very readily. Most of the larger cysts are lined with this epithelium. 
It is the type of epithelium that is usually seen in ordinary adenomatous 
bronchoceles of the adult. (See photo-micrograph No. 4.) Intra-cystic 
growths, covered with similar cubical cells, are occasionally seen in these 
acini. The contents of this type of acinus are either clear mucous, or 
mucous containing very large rounded cells with a deeply-staining central 
nucleus, but with faintly-staining protoplasm. (2) The second type of 
acinus is lined with beautiful columnar epithelium. The nuclei of these 
cells are situated at their attached end, and stain deeply, and are 
surrounded by a small amount of protoplasm, that also stains readily. 
The greater part of the cell, however, as is well seen in the photo- 
micrograph, is semi-transparent, and stains but faintly. These large 
columnar or goblet-shaped cells appear to possess open mouths similar to 
the chalice cells of the large intestine. Many alveoli are lined in part with 
columnar cells, and in part with cubical cells, and there is good reason 
to think that the clear part of the goblet cell may be shed, leaving the basal 
part to form a permanent cubical epithelium, as is seen in photo- 
micrograph No. 7. Nearly all of these columnar-celled acini contain 
beautiful intra-cystic growths covered with the same type of epithelium. 
The contents of this second variety of acini are similar to those of No. 1 
variety. (3) The third type of acini, and by far the least numerous, is 
lined with stratified epithelium. Usually it is a transitional epithelium, 
columnar at the basement membrane, becoming more squamous towards the 
lumen. Less frequently it is stratified columnar epithelium entirely. 
Acini of this third type are generally small, and in many their lumen is 
all but occluded. All these cells, whether columnar or squamous, contain 
well-defined nuclei and protoplasm that stain readily. These acini contain 
neither intra-cystic growths nor any other content. 

Subjacent to the general capsule of the tumour a considerable number 
of normal foetal thyroid acini are to be found; they are identical to those 
found in the right lobe, which will now be described. 

Sections through the tip of the right lobe of the thyroid gland have 
the following microscopical characters :— 

Low Power. The acini are small, irregular in shape, and apparently 
lined with one or more layers of epithelium. Interspersed among the 
acini are thin-walled blood-vessels. (See photo-micrograph No. 8.) 

High Power. The acini contain one or more layers of rounded or 
spheroidal cells, containing well-defined nuclei and protoplasm that stain 
fairly readily. The epithelium is not arranged regularly around the 
alveolus, as in adult thyroid giands, but irregularly in the vicinity of the 
periphery of the alveolus. Sometimes alveoli are completely filled by these 
cells. No colloid matter is visible anywhere. The microscopical appear- 


ance is that of normal feetal thyroid tissue of about a seven or seven and 
a half months foetus. 


Remarks. There can be no doubt that this is an encapsuled 





Fic. 6.—Mag. No. 6 ocular, {th objective Zeiss with camera extension, showing 


spindle cells of stroma and a bundle of non-striped muscle running across the field. 





Fic. 7.—Mag. No. 6 ocular, {th objective with camera extension, showing part 


of No. 5 photo-micrograph, showing both columnar cells and cubical cells lining the 


same acinus, also intracystic growths. 
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tumour occupying the entire left lobe and isthmus of the thyroid 
gland, and that it is a variety of congenital bronchocele. I need not 
enter into a description of the different types of congenital goitre, 
especially as I have already touched upon this matter in a com- 
munication to the British Medical Journal, of March 21st, 1903, in 
which I described a vascular foetal goitre. The specimen under 
present discussion, bears a very striking and interesting contrast to 
my specimen described in March. 

I would just like to record here a new fact concerning the mother 
of the goitrous fetus described in March. Quite recently, she has 
given birth to another premature child, at about the eighth month. 
During this last pregnancy, she took potassium iodide and mercury 
fairly continuously. No potassium chlorate was administered. The 
child was not goitrous, but the placenta was very markedly diseased. 
It is thus worthy of note that, of all her many premature children, 
the only goitrous child was the one associated with the administration 
of potassium chlorate during her pregnancy. 

The goitre I have just described is not likely to follow the 
administration of any drug. The impression made upon the mind of 
the mother by the sight of a large tumour on the left side of the 
neck of a passing stranger, could not, at mid term, have any bearing 
upon the causation of this ante-natal growth. At that time the 
thyroid gland had been so long separated from the primitive ali- 
mentary canal, that any such impression would not be likely to 
affect the genetic function of the cells which, normally, form that 
gland. I, however, think it wise to maintain a perfectly open mind 
upon this question of tumour formations, especially angiomata, 
following strong impressions during pregnancy. As I can only speak 
from heresay evidence, of a doubtful nature, I would welcome the 
genuine experience of medical men who have been brought into 
contact with cases of a bona fide character. 

The labour, as described by Dr. Harvey, was a prolonged one, for 
several reasons. The condition of hydramnios, as well as the 
tendency to extension of the head, offered a considerable obstacle to 
the proper engagement of the head in the brim. The hydramnios, 
further, rendered the uterine contraction not only less strong, but 
also less effective, than it would otherwise have been. The arrest of 
the head in the pelvis is explained, partly by the imperfect degree of 
flexion, and partly by the mechanical obstruction offered to the 
passage of the large cervical tumour by the upper straits of the bony 
pelvis. The cause of the child’s death was, in all probability, 
asphyxia, due to direct pressure of the tumour. ‘The size of the 
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tumour must have been appreciably larger, when engorged with 
blood, than it was after death. Since the lumen of the trachea was 
diminished to one-half its normal extent after death, it would, in all 
probability, be still further diminished when the muscles of the neck 
were in action, and the tumour was filled with blood. 

As to the nature of the growth, it is perfectly obvious that it is 
an encapsuled tumour, occupying the position of the greater part of 
the thyroid gland, and not a general hypertrophy of that gland. I 
think we may go further and say that it is a tumour developed within 
the capsule of the left lobe, isthmus, and probably part of the right 
lobe of the thyroid body. This is borne out by the nature of its 
capsule and subjacent healthy acini, and by the fact that its surface 
fibres are continuous with those of the healthy tip of the right lobe. 
Its relation to the subhyoidean muscles, trachea and other adjacent 
structures are identical with those of the usual thyroid enlargements. 
Furthermore, the great bulk of its acini are lined with epithelium 
identical with that found in thyroid adenomata of the adult. In 
reviewing the microscopical characters of this tumour, we are struck 
with the remarkable complexity of its histological structure. As in 
the great majority of antenatal tumours of other regions, its stroma 
is very cellular, a fact which has led many microscopists in the past 
to regard them as containing both sarcomatous and adenomatous 
elements. As far as I am aware, there is no clinical evidence to 
support this view. I regard this rich cellular stroma as peculiar to 
benign foetal neoplasms that have arisen, in all probability, from a 
group of cells derived from one ormore of the layers of the trilaminar 
blastoderm, and which, by some developmental error, have been 
abnormally located in the body. The tumour we are discussing seems 
to have been derived entirely from mesoblastic and hypoblastic 
elements. I can find no remnants of epiblast, nothing resembling 
skin, no hair, no sebaceous matter, and nothing that I can regard as 
nerve tissue. 

The normal thyroid gland, of course, is developed from the hypo- 
blast and mesoblast derived from a special area in the primitive 
alimentary canal. To fully realise the special features of this foetal 
adenomatous goitre, we must compare them with those of a thyroid 
adenoma of the adult. In the adult, the type of acinus is practically 
always of the cubical celled variety, many of which contain colloid 
substance, clear fluid or blood. The absence of colloid matter in 
the present foetal tumour is not surprising, seeing that there is none 
in the healthy right lobe, and that there is none as a rule, in normal 
foetal thyroids, until about seven and a half months of intra-uterine 
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life. Intra-cystic growths are not common in adult thyroid 
adenomata. Calcareous degeneration in a cyst wall may occur, but 
the presence of cartilage and spicules of bone is almost unknown. 
The existence of such a cellular stroma, of non-striped muscle fibres 
in bundles, and of columnar cells similar to those shown in the 
photo-micrograph has not, to my knowledge, been recorded in thyroid 
adenomata of the adult. 

Taking into consideration all these exceptional histological 
features, it is by no means easy to arrive at a satisfactory nomen- 
clature in order to indicate its true nature. I have designated it an 
‘adenomatous bronchocele,” and, despite the presence of muscle 
fibres, cartilage and spicules of bone, I believe it is as much an 
adenoma, as is the mixed adenomatous tumour of the parotid or sub- 
maxillary gland of the adult. Of course, the name adenoma does not 
go to the bottom of the matter, it merely indicates the prevailing 
tissue element found there. There can be little doubt that the acini 
found there are of three distinct types, namely, thyroid acini that 
have undergone excessive development, mucous acini lined with 
beautiful columnar cells, and acini that are all but solid and are 
lined with stratified epithelium. Bearing in mind these types of 
acini, and the fact that they occur in a thyroid tumour, one naturally 
asks oneself if it is possible that such a condition may have arisen 
from hypoblast situated in the neighbourhood of any of the thyroidal 
buds in the primitive alimentary canal. The median lobe of the 
thyroid arises about the fourth week from hypoblast derived from the 
primitive alimentary canal, just where the buccal and pharyngeal 
portions of the tongue unite, a point which is permanently recorded 
by the foramen cecum. This point was originally opposite the 
ventral ends of the second visceral arches. The lateral lobes, on the 
other hand, are developed as hypoblastic buds from the posterior wall 
of the fourth visceral cleft at about the fourth week. The median 
hypoblastic tube divides into two prolongations which fuse with the 
lateral masses at about the fifth week. The greater part of the 
right lobe of this child’s thyroid is normal. In the left half of the 
tumour, situated just subjacent to the capsule, are numerous acini 
that are perfectly normal fetal thyroid acini. These are remnants, 
in all probability, of a left lobe which has been pressed out against 
the capsule by the rapidly-growing tumour. The epithelium, 
normally situated in the region of the foramen cecum, is a stratified 
squamous with numerous crypts and mucous glands many of which 
open into the foramen cecum or thyroglossal duct. Comparing this 
with the hypoblastic elements of our tumour, it is not difficult to 
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see that the columnar-celled acini resemble the mucous glands at the 
base of the tongue, that the acini lined with stratified epithelium 
resemble crypts of the ordinary stratified epithelium of the same 
region, and that the cubical-celled acini are excessive developments 
of ordinary thyroidal hypoblast. The lymphoid tissue and muscular 
fibres are identical with that found in the alimentary canal around 
the foramen cecum. The presence of cartilage is not difficult to 
understand, seeing that the ventral ends of the visceral arches are 
so closely situated to the original thyroidal hypoblastic thickening. 
In the down growth, a little of the cartilage forming mesoblast may 
have been carried, and in that foetal cartilage has such an inherent 
potentiality to ossify, it is not surprising that spicules of bone are 
present. Taking into consideration the histological character of this 
tumour, its situation and relation to the thyroid lobes, I think that it 
is, in all probability, an excessive development of hypoblast and 
mesoblast, taking its origin in and around the primitive median lobe 
of the thyroid rather than of the left lateral lobe of that gland. 

I have hitherto not made any mention of the relation this tumour 
bears to so-called dermoid formations. Clinical observers are much 
too easily satisfied by the term dermoid. They have come to regard 
the name as self explanatory as to its structure and origin. I cannot 
help feeling that our present classification of dermoids, though useful 
to the clinician and to the candidate for examination, is, to the 
histologist, very unsatisfactory. It is the variety known as tubulo- 
dermoids, or thyro-dermoids that require special attention from the 
histologist. I do not know whether Mr. Bland-Sutton would classify 
this thyroid tumour as a tubulo-dermoid or not. In the Journal of 
Obstetrics and Gynecology of the British Empire for March, 1903, 
I described a large congenital coccygeal tumour which bore many 
histological resemblances to the present one. I thought, after careful 
consideration, that it had, in all probability, developed from the 
hypoblast and mesoblast of the neurenteric canal of the embryo. I 
contented myself with calling that specimen a congenital adenoma 
arising from certain structures, rather than a post-rectal thyro- 
dermoid, as Mr. Bland-Sutton would have done. It is quite easy to 
understand the unique character of epiblastic dermoids, or of dermoids 
containing representatives of all three layers of the blasto-dermic 
vesicle, such as are found in the ovary. It is more difficult to 
appreciate the truesignificance of so-called thyro-dermoids. Wherein, 
for example, do they differ from some of those mixed types of 
adenomata occurring in the parotid, sub-maxillary or mammary 
glands, and testicle of young people? Is it a difference of structure 
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or merely of chronological relation between the appearance of the 
tumour and the fetal development of the individual? Let us 
assume, for the moment, that the “ Rest Theory ” of tumour forma- 
tions is a correct one, and that dermoids are formed in the same way 
from isolated portions of epithelium or other tissue. Is the difference 
between a tubulo-dermoid and a fetal tumour, similar to the 
specimen just described, one of histological structure of that rest, 
or one relating to the length of time that it remains quiescent? In 
making a classification of dermoids, more stress should be laid upon 
the part played in their formation by the three great layers of the 
tri-laminar blastoderm. A very full bibliography of congenital 
bronchocele is given by Dr. Ballantyne in his excellent textbook on 
“Antenatal Pathology and Hygiene,” p. 375. 

In conclusion, I wish to thank Dr. Harvey of Ashted Row, 
Birmingham, for his complete history of the case, and Professor 
Leith, for placing the advantages of the Pathological Department 
of the University at my disposal. 





366 Journal of Obstetrics and Gynecology 


TWO CASES OF RETROVERSION OF THE 
GRAVID UTERUS CAUSING ACUTE DISEASE 
OF THE BLADDER. 


By M. HANDFIELD-JONES, M.D. (Lond.). 
Obstetric Physician to St. Mary’s Hospital, London. 


Instances of backward displacement of the gravid uterus are 
frequent, and there is seldom any considerable difficulty in dealing 
with this complication, but occasionally, however, serious difficulties 
may arise in securing the return of the organ to its normal position, 
and abdominal section, even, has been resorted to, in order to draw 
up and replace the retroverted uterus. 

Clinically considered, the cases one sees in practice may be 
divided into two groups, viz.:—(1) Those cases in which serious and 
urgent symptoms present themselves suddenly, and (2) cases in 
which pressure symptoms, due to the incarceration of the growing 
womb, slowly and gradually manifest themselves. 

There is comparatively little opportunity of a mistake arising in 
either diagnosis or treatment in the first class of cases, but in the 
second group there is a much greater likelihood of complications 
arising, since the patient may be slow to appreciate the gravity of 
her symptoms, owing to the gradual way in which they have been 
developed, or secondly, the doctor may look upon the case with less 
anxiety, because there has been at no time an alarming onset of 
symptoms. 

The two cases, which are brought forward in this communication, 
are both instances, which show how serious complications may arise 
when a retroversion of the gravid uterus has been allowed to remain 
unrelieved. It has been taught, and with perfect truth, that in 
many of these cases of posterior displacement of the uterus, the 
medical practitioner has only to keep the patient in bed several days, 
take care that the bladder is relieved several times in the day, and 
occasionally push up the uterus, and all will go well. There is, 
however, in the very simplicity of the treatment, a danger that this 
latter point may be assumed too readily, and that due care may not 
be exercised, until a cure is absolutely assured. 

Case 1.—Mrs. P., aged 30 years, was admitted to St. Mary’s 
Hospital on September 10th, 1895, complaining of incontinence of 
urine. The patient had been married nearly five years, had had two 
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living children and had never miscarried. She had always enjoyed 
good health, and at the present time believed herself to be rather 
more than four months pregnant. According to her own account, 
all went well until August 4th, 1895, but on that day she was unable 
to pass water all day until she went to bed, then, on lying down, her 
urine commenced to flow away and continued to do so for half an 
hour. At intervals during the night, she had to get up, but was 
only able to pass a little urine on each occasion. From this time 
until September Ist, she was troubled by frequency of micturition, 
and then the urine began to escape involuntarily, and has continued 
to do so ever since. 


Present condition. The patient was a well-developed and well- 
nourished young woman, but looked ill and distressed. Her tempera- 
ture on admission, was 100°2 Fahr., and the pulse rate was found to 
be over 100. The abdomen was tender and large, more distended 
than it should be, having regard to the stage of her pregnancy. 

On passing the catheter, forty-five ounces of urine were with- 
drawn. This had an ammoniacal smell, was dark in colour, and 
gave an alkaline reaction to Litmus paper. The microscope showed 
the presence of mucus, pus, and phosphates. On examination of the 
abdomen, after catheterization, an elastic swelling was discovered 
in the hypogastrium, reaching to within 34 fingers’ breadth of the 
umbilicus. The swelling was plainly visible, and was dull on 
percussion. 

Vaginal examination showed that the cervix was lying high up 
and immediately behind the symphysis pubis. Through the 
posterior fornix, a rounded elastic swelling could be felt, which 
occupied the hollow of the sacrum at its upper part, and bimanually, 
fluctuation could be communicated from the abdomen to the finger 
in the vagina through the mass. The condition of the parts on 
examination seemed to show distinctly that the womb in the course 
of development was gradually rising up out of the pelvis, but that 
the long-continued pressure on the lower segment of the bladder 
and the interference with the escape of the urine had led to septic 
processes occurring in the lining membrane of the latter organ. 

It was decided to keep the patient in bed, to push up the part of 
the womb which lay in the pelvic cavity, each day, and to treat the 
bladder by injections of boracic acid lotion. The patient was also 
directed to assume the genu-pectoral position for a quarter of an 
hour at a time on three or four occasions in the day. 


On September 12th it was noted that the swelling in the posterior 
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fornix had much diminished, and that the cervix had come down 
towards its normal position. 

On September 16th, the top of the uterus was found to reach up 
to the umbilicus, and the bladder could be felt above the pubes as a 
flattened body with a well-marked edge. Patient was able to hold 
and pass her water naturally, but occasionally, there was still 
incontinence. The urine, on examination, was noted to be still 
alkaline and offensive. Sp. Gr. 1012. Tested by boiling and nitric 
acid there was nearly half the volume of albumen. Mucus, pus and 
phosphates were present. 

September 27th. The bladder has been washed out four to six 
times a day with boracic lotion and two ounces of a solution of quin. 
sulph. gr. iii. ad. 31. left in afterwards. Salol gr. v. 4-hourly. Fish 
and milk diet. Catherization still necessary. 

October 3rd. The patient was noticed this morning to have 
something like a membrane projecting out of the urethral orifice. 
This was seized with a pair of forceps and by gentle traction a large 
mass of membrane was drawn out. When floated out in water, this 
proved to be a complete cast of the lining membrane of the bladder. 
A good deal of blood appeared in the urine, which was passed when 
this membranous cast had been removed. 

October 24th. Patient passed another cast of the bladder this 
morning similar to the first, but having a gritty feel. On examining 
this second cast microscopically, it was found to consist of apparently 
the mucous membrane of the bladder, together with some unstriped 
muscular fibre. It seemed as if the first cast was more in the nature 
of a diphtheritic exudation, whereas, the second cast seemed to 
represent an exfoliation of the mucous membrane of the bladder, 
together with some of the deeper tissues of the bladder wall. The 
second membrane showed three apertures, which corresponded with 
the openings of the urethra and the two ureters. The incontinence, 
however, remained, and was still very troublesome when the patient 
was discharged on October 31st, in fact so troublesome that it was 
found necessary to provide her with a rubber urinal. 

January 11th. Child born to-day. Both mother and child doing 
well. The patient is now able to hold her water for two hours, and 
her general health is good. 

Mrs. X., aged 34 years, was admitted to St. Mary’s Hospital on 
October 15th, 1901, complaining of pain and swelling in the stomach 
and difficulty of micturition. She has been married 13 years and 
has had four children, the last being born six years ago. All her 
confinements have been perfectly normal. The history of the com- 
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mencement of her illness is somewhat indefinite, but the patient says 
that she was in poor health in August, 1901, and that then her 
abdomen began to swell. She consulted a doctor, who relieved her 
condition. The medical man, who attended her at this time, states 
that when called to her she was suffering with some retention of 
urine, and believed herself to be about two months pregnant. 
Menstruation had always been regular, but the patient thinks her 
last period must have ceased about June 6th, 1901. He emptied the 
bladder with a catheter, and directed the patient to send for him 
again, if there was any further trouble. This, however, apparently 
the patient did not do, and as her immediate pain had been relieved, 
matters were allowed to drift on. 

A month ago, patient says, her abdomen began to swell, and from 
feeling some movements in her stomach, she imagined that she was 
five months pregnant though she had only missed three monthly 
times. She has now difficulty in passing her urine. There is also 
some slight continuous dribbling, and at times considerable pain on 
micturition. This condition came on gradually, and has lasted about 
five weeks. Several days before admission to the hospital I saw the 
patient in consultation with my friend, Dr. Roberts, who had been 
called in to see Mrs. X., and finding the uterus pregnant and retro- 
verted, and the bladder enormously distended, had endeavoured to 
pass a catheter, but had found very great difficulty in withdrawing 
more than a few ounces of urine. The patient at this time was in a 
miserable condition. Her abdomen was so tense and distended that 
she was unable to lie down in bed, and had spent several nights 
sitting up in achair. The urine was constantly running away, and 
the external parts were much excoriated by the passage of the 
decomposing urine. ‘ 

On abdominal examination there is marked uniform distention of 
the abdomen. The swelling, which is dull on percussion reaches to 
within two fingers’ breadth of the xiphoid cartilage. There is 
resonance in both flanks and above the swelling, and the rest of the 
abdomen is dull on percussion. A fluid thrill is felt at all parts of the 
tumour. 

Vaginal examination. The external parts are excoriated from 
the constant flow of foul smelling, blood-stained urine. A large 
elastic swelling is made out filling the pelvis and bulging the 
posterior vaginal wall almost down to the vulvar orifice. Owing to 
the swelling and tenderness of the parts, the cervix could not be felt. 
With great difficulty a catheter was passed and seventy ounces of 
urine were withdrawn. This reduced the abdominal swelling very 
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much. On examination the urine was noticed to be blood-stained, 
foul and alkaline in reaction. The Sp. Gr. was 1012. There was no 
sugar present, but a large amount of albumen. As there was some 
question as to whether the bladder had been completely emptied, the 
patient was taken to the theatre and anesthetised with ether. The 
catheter was again passed and an additional seventy-four ounces of 
urine, similar in character to the former, were withdrawn. 

After this a bimanual examination was made, and the uterus was 
found to be acutely retroverted, while the cervix was pressed forward 
close to the upper border of the symphysis pubes. An attempt was 
made to push up the uterus by pressure through the rectum, but 
with very little result. The uterus from its size was judged to be 
rather more than four months advanced in pregnancy. A large ring 
pessary was inserted, and the patient put back to bed. From this 
time until October 18th, the patient did fairly well. The catheter 
was passed every eight hours, and the bladder washed out with 
boracic acid solution every twelve hours. The bowels were opened 
by enemata, and salol with benzoic acid was given by the mouth. 
The urine, however, remained very foul. 

October 24th. The uterus seems to have risen somewhat, but a 
considerable portion is still within the pelvic cavity. The urine is 
somewhat clearer and less offensive. It is now acid in reaction, and 
though albumen and pus are present, there is no blood. The patient 
is taking ten grains of urotropine three times daily. 

October 28th. Since the last report the patient has been gradually 
getting worse. She seems ill in herself and complains of great 
weakness. The pulse rate has risen to 180; the temperature is 
99° Fahr. She has been vomiting and has had bad nights with 
slight delirium. The abdominal swelling now reaches to the 
umbilicus, but there is still a considerable part of the gravid uterus 
below the pelvic brim. 

October 31st. As the patient was steadily losing ground, and the 
womb seemed unable to rise out of the pelvis, and as vomiting and 
signs of intestinal obstruction were manifesting themselves, it was 
decided to open the abdomen and explore the peritoneal cavity. 
A median incision, three inches in length, between the umbilicus 
and the pubes, disclosed the bladder greatly thickened and enlarged, 
and fixed extensively in front and above by adhesions to the 
omentum and bowel. The omentum in front was ligatured and 
divided, and then several cells of small intestine were detached from 
the upper surface of the bladder. It was now found that numerous 
coils of small intestine were densely adherent to the bladder on its 
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posterior and lateral surfaces. The growing uterus was held down 
by these adherent coils of bowel, and intestinal obstruction was being 
produced by the forward pressure of the growing uterus. Some of 
the coils of intestine, it was possible to separate, but others were so 
closely adherent, that it was impossible to set them free. An attempt 
was now made to press up the uterus out of the pelvis, but this was 
found to be impossible. Room, however, had been secured to enable 
the uterus to develop anteriorly, and as the patient’s condition had 
become critical, the abdomen was closed and the patient placed in 
bed. The patient rallied well after the operation, but later in the 
day became restless, and showed signs of heart failure. In spite of 
stimulation and saline injections she died about twelve hours after 
the operation. 

At the autopsy the uterus was found enlarged by pregnancy, 
which seemed to have advanced to about the end of the fifth month. 
The walls of the organ were remarkably thin and the tissue had 
undergone extensive degeneration. Evidences of a widespread 
peritonitis were found surrounding the womb, and numerous 
adhesions attached it to all the surrounding structures. Much of the 
enlarging organ was above the level of the pelvic brim, but there was 
still a considerable part, which could be described as intra-pelvic. 
It was evident that the upward development of the growing uterus 
had been greatly hindered by the presence of the adhesions. The 
bladder was found to be much enlarged and its walls to be greatly 
thickened. The mucous membrane presented the appearance of 
diphtheritic cystitis. As in the case of the uterus, numerous 
adhesions attached the bladder to the surrounding structures. 

Later examination of the viscus showed the presence of an 
extensive septic process. In the thickened walls small cavities 
containing pus were widely scattered, and a bacteriological examina- 
tion showed that the fluid was swarming with streptococci. It was 
evident that the septic process starting in the bladder had spread to 
the neighbouring peritoneum, setting up a septic peritonitis, which 
had fixed coils of intestine on to the bladder surface, and had given 
rise to a more or less generalised septicemia. 

The womb in its attempts to rise in the abdominal cavity, had 
put the adherent intestines on the stretch, and had hastened the fatal 
ending by giving rise to intestinal obstruction. 
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THREE CASES OF PERNICIOUS VOMITING OF 
PREGNANCY. 


By ROBERT JARDINE, M.D., F.R.S.E., Professor of Midwifery 
in St. Mingo’s College; Physician to the Glasgow Maternity 
Hospital; Examiner in Midwifery to the University of Glasgow. 


PeRNIcIovus vomiting is fortunately a comparatively rare disease of 
pregnancy, but when it does occur it is one of the worst complications 
to be met with. The following three cases are of sufficient interest 
to warrant their publication. They all occurred within the space of 
a little over two months; two were treated in the Glasgow Maternity 
Hospital, and the third one in Renfrew, under the care of Dr. 
Dunsmuir, who has kindly supplied me with notes of the case. 


Casp I. Mrs. D., 4para, et. 28, was admitted to the Glasgow 
Maternity Hospital on October 23rd, 1902, suffering from pernicious 
vomiting. Dr. Fraser, of Kilsyth, who had sent the patient in, had treated 
her for some weeks with the usual gastric sedatives and rectal feeding, but 
without avail. The patient stated that in her first two pregnancies she 
had experienced no inconvenience, but during her third, vomiting had 
begun after the sixth month and had lasted till the end of the pregnancy. 
When not pregnant she had never been troubled with indigestion. She 
had last menstruated in March, so that she was about seven months 
pregnant. At the beginning of the fourth month nausea with retching had 
set in. This was most marked in the mornings. There was no pyrosis, 
and the appetite was good. Towards the end of the fifth month the 
sickness had become more persistent and the vomiting excessive. She 
remained in bed under treatment, and the vomiting improved slightly for 
a short time, but soon became worse. The appetite was fairly good, and 
she had a craving for potatoes, but everything she took was immediately 


rejected. There were never any streaks of blood or coffee-ground material 
in the vomit. 


Condition on admission. The patient seemed to be in extremis. 
She was emaciated to a degree; her face was pinched and drawn, and 
her extremities cold. The temperature was 95°F. and the pulse 
running at 140, intermittent, and thready in character. Her breath 


had a sourish smell and she complained of thirst and kept asking for 
water. 


As Dr. Fraser had already tried medicinal means, including rectal 
feeding, I decided to induce labour at once, although there seemed 
little hope of saving the woman’s life. 
*/soth of a grain of strychnine hypodermically, a pint of normal 
saline solution under the breast, and 2 ounces of brandy by the 
rectum. A vaginal examination revealed that the os was quite patent 


She was at once given 
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and a small head was in the pelvis. I ruptured the membranes as 
the quickest way of inducing labour. Sips of very hot water were 
given and rectal enemata every few hours. About two hours after 
rupturing the membranes the patient began to complain of labour 
pains; the pulse was now 125, and the temperature still 95°F. Three 
hours after this a dead foetus was expelled almost painlessly; it 
weighed 23lbs. and was extremely emaciated but not macerated. 
There was no post partum hemorrhage. The temperature was now 
97:2°F and the pulse 136, intermittent, and almost imperceptible at 
the wrist. Strychnine 1/,,th grain was given hypodermically. Three 
hours after delivery the patient was very collapsed; the pulse could 
not be felt at the wrist, and the extremities were cold. Another saline 
injection (1 pint) and 1/,,th grain of strychnine were given. This 
seemed to rally her a little. As the rectal enemata were not being 
retained a drachm of ice-cold peptonized milk and sips of iced 
champagne were given by the mouth. 

October 24th. The patient has improved a little. She is retaining 
the peptonised milk and champagne. The temperature is still sub- 
normal, but the pulse has improved slightly. No urine has been 
passed, and on passing the catheter the bladder was found to be 
empty. She was given imperial drink by the mouth and retained it. 

October 25th. The patient has continued to improve. Four ounces 
of urine were obtained by catheter. It was very highly coloured, 
s.g. 1030 and contained a heavy cloud of albumen. All nourishment 
by the mouth is being retained. The pulse is improving. 

October 27. The patient has continued to improve. The kidneys 
are acting better but the quantity of urine excreted cannot be ascer- 
tained as some has been passed in bed; five ounces were obtained by 
catheter. It still contained considerable albumen, no tube casts, but 
large quantities of oxalate of lime crystals. 

From that time onwards the convalescence was uninterrupted, and 
when the patient left the hospital she had gained considerable flesh. 
For the first four days she was freely stimulated with champagne, 
and given peptonised milk and imperial drink by the mouth, and in 
addition nutrient suppositories. She also had !/,,th grain of strych- 
nine hypodermically every six hours. For the first 24 hours there 
was practically no urine excreted and I was afraid that complete 
suppression would result, but fortunately the kidneys resumed their 
functions before any uremic symptoms revealed themselves. 

On admission this case seemed quite hopeless, and I did not feel 
justified in holding out any hopes to the friends, but fortunately the 
gloomy prognosis was not fulfilled. 
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Casz II. Mrs. B., 2-para, xt. 23, was admitted to the Glasgow 
Maternity Hospital on December 13th, 1902, suffering from severe vomiting 
of two months’ duration. Her last pregnancy had terminated 16 months 
before in a six months’ miscarriage, after four months’ very severe 
vomiting. The patient had last menstruated three months ago. Two 
months ago morning sickness had commenced, and in a very short time 
become so bad that nothing whatever would lie on her stomach. There had 
never been any blood in the vomit. 


Condition on admission. The patient was very wasted; the pulse 
was small, weak and rapid; the temperature was 97°6°F. Her mouth 
was in an extremely septic condition, most of the teeth of both jaws 
being badly decayed and there was pyorrhea alveolaris. The stench 
from her breath could be felt at some distance from the bed. There 
was slight epigastric tenderness, but nothing abnormal to be detected 
in the abdomen or chest. Per vaginam the uterus was found enlarged 
to the size of a three months’ pregnancy. It was normal in position 
and the cervix was not eroded. 

Treatment. The patient’s mouth was cleansed every two hours 
with antiseptic mouth washes, but it was quite impossible to get it 
into anything like a sweet condition. Nutrient enemata were given 
and a pint of normal saline solution subcutaneously daily. 

December 18th. The patient has greatly improved under rectal 
feeding and saline infusions. This morning she was given "5 of 
Valentine’s beef juice thrice at an hour’s interval, but she vomited. 
Peptonised milk and Benger’s food in small quantities were given 
from time to time, but as a rule vomiting followed. 

December 31st. There has been no vomiting for four days, and 
feeding by the mouth has been begun to-day again. She seemed to 
improve a little and was able to take a little tea and toast besides 
the peptonised foods, but on January 6th severe vomiting came on 
again. The rectal feeding was causing her great inconvenience. The 
patient’s condition was certainly better than when she was admitted, 
but it seemed hopeless to attempt to carry her on, so I determined to 
bring on an abortion. ; 

January 6th. After thoroughly douching the vagina, a sterilized 
sound was passed and the cervix and vagina plugged with iodoform 
gauze. 

January 8th. The os has dilated considerably but the uterine 
contents have not been expelled. Under chloroform the entire uterine 
contents were removed with the fingers and flushing curette. 

January 18th. The patient has progressed most satisfactorily 
since the induction of abortion. There has been no sickness and she 
takes her nourishment very well. As her mouth is still in a very 
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filthy condition, and it is quite impossible to cleanse it, the rotten 
stumps were drawn to-day under chloroform. For three days she 
was very well and her mouth was getting quite clean; she then began 
to complain of a slight cough. There was no dulness but a few rales 
could be detected at the bases. 

January 23rd. This morning her temperature rose to 103°8°F.— 
the first time since admission that it had risen above 99°4°F. The 
respirations were 40 and the pulse 120. There was now dulness at 
the left base and tubular breathing at both bases. She was removed 
to the Royal Infirmary where she died from pneumonia a few days 
later. 

The ultimate result in this case was unfortunate, but so far as 
the sickness was concerned her condition was quite relieved. The 
pheumonia was probably an inhalation one, and considering the 
septic condition of her mouth it was not to be wondered at. Perhaps 
we erred in removing the stumps so soon, but as the patient was 
anxious to go home she wished to have them out before leaving. 
During the whole time she was in hospital the mouth had been 
swabbed out carefully every two hours during the day, but it was 
impossible to render it even fairly clean. When the abortion was 
induced I was very much afraid that the uterus would become septic, 
but the discharges remained perfectly sweet. 


Casz III. Mrs. G., 1-para, et. 38, was seen by me in consultation with 
Dr. Robert Dunsmuir, in Renfrew, to whom I am indebted for the notes 
of the case. The patient had been married on September 28th, and had 
last menstruated on September 17th. Dr. Dunsmuir first saw the patient 
on November 30th, and was informed that the sickness had commenced on 
the morning of the 24th of October. At first it only occurred in the 
morning, and she was fairly well throughout the day and fit for her 
usual household duties. Two days previous to Dr. Dunsmuir’s visit the 
vomiting had become so incessant that the patient had been forced to keep 
her bed. 


On inspection the breasts showed a slight darkening of the areola 
with traces of Montgomery’s tubercles. The patient’s diet was care- 
fully regulated and an alkaline stomachic mixture administered. 
There was an amelioration of her symptoms until the 9th of December, 
when there was a recrudescence of the nausea and vomiting to such 
an extent that the stomach rejected everything. Her sleep was very 
broken and disturbed by frightful dreams. Rectal alimentation was 
now resorted to and nothing given by the mouth except a little iced 
water to relieve the intense thirst. A morphia suppository was 
administered each night to ensure sleep. The patient’s condition did 
mae improve. Whenever she raised her head off the pillow she retched 
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violently. There was considerable bile in the vomit. The tempera- 
ture now began to rise slightly above normal, and the pulse to 
quicken. Her face became drawn and pinched, and her aspect one 
of absolute exhaustion. 

I saw the patient with Dr. Dunsmuir on December 26th. She 
had a very drawn, pinched expression, her pulse was very weak, and 
her voice feeble. She was extremely exhausted. Whenever she 
raised her head retching came on. She was in an extremely nervous 
condition. A vaginal examination revealed that the uterus was 
enlarged and the cervix softened. The uterus was not anteflexed, 
but its posterior wall seemed to bulge somewhat against the rectum. 

We determined to again try rectal alimentation combined with 
oxalate of cerium and bismuth by the mouth, but there was no 
improvement; so on December 30th I induced abortion by passing a 
sterilized sound and rupturing the sac. I packed the cervix and 
vagina with gauze. On the following day I dilated the cervix 
slightly and cleared the uterus out with a flushing curette. There 
was no more vomiting,and the patient made a slow but good recovery, 
and Dr. Dunsmuir reports that three months later she was as strong 
as ever she was. 

In this case and probably in the previous one the onset of the 
sickness apparently corresponded with the time of suppression of the 
first menstrual period. 

Many theories as to the causation of pernicious vomiting of 
pregnancy have been propounded, but we must confess that the 
etiology of the condition is still very obscure. The displacement 
theory of Graily Hewitt has never commended itself to me. I have 
never yet seen a case of vomiting which could be ascribed to displace- 
ment of the uterus, and of the many cases of displacement of the 
pregnant uterus which I have had to deal with none of them were 
troubled with excessive vomiting. The neurosis theory is one 
strongly held by some observers, and there is no doubt there is a 
considerable neurotic element in many of the cases. Granted that it 
is a neurosis, we still have to determine the cause of the neurosis. 
The more cases I see the more firmly am I convinced that the cause 
is a toxic one, and the poison, whatever it is, acts through the 
nervous system. The cause certainly lies in the uterine contents, as 
the excessive sickness ceases as soon as the uterus has been cleared 
out. This was true in the three cases just described. When we once 
thoroughly understand the tissue metabolism which occurs during 
gestation the etiology of pernicious vomiting and of eclampsia will 
in all probability be made clear to us. 
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In the treatment of the condition, medicinal means should have a 
fair trial. Rectal feeding is certainly of very great use. When 
everything is rejected all feeding by the mouth should be stopped for 
ten days ora fortnight. To relieve the thirst saline injections, either 
high up into the bowel or subcutaneously, should be given. In 
Case II. this was done for several days, with benefit to the patient. 
If the condition is a toxemic one, saline injections should be useful. 
After the stomach has had a thorough rest for a fortnight small 
quantities of peptonised food should be tried by the mouth. If this 
is rejected one must then seriously consider the advisability of 
terminating the pregnancy. To delay until the patient is thoroughly 
exhausted is merely to court disaster. When a patient has reached 
the condition in which Case I. was it is almost hopeless to expect to 
save the woman. Most of the cases which come into hospital are so 
far through that many of them die from exhaustion shortly after 
delivery. I am quite sure that if I had delayed much longer with 
Case III. the result would have been fatal. In her case febrile 
symptoms were beginning to manifest themselves, and this is an 
exceedingly bad indication. 
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NATIVE OBSTETRIC PRACTICE IN CHINA. 


By AGNES L. COUSINS, L.R.C.P.S. (Edin.), M.D. (Brux.), Medical 
Missionary in charge of Margaret Hospital for Women and 
Children, Hankow, China. 


Curva is so vast a land that customs are bound to differ in different 
provinces and parts of the Empire. The practices mentioned in this 
paper are common in the province of Hupeh and more especially are 
met with in the town of Hankow. The people of Central China are 
neither so fierce and cruel as the Northerners, nor so treacherous as 
the Southerners of China are represented to be. 

Obstetric practice is mainly in the hands of ignorant and dirty 
midwives, and nearly every case one meets in practice has been 
mismanaged by the attendant. Gynecology is, on the other hand, 
undertaken by the native medical man, who is, according to European 
ideas, merely a quack. The Chinese do not require their doctors to 
qualify or to take a degree, and often they are quite illiterate men. 

It is perhaps needless to say that vaginal examinations are never 
made by the native doctors, and the hopelessness of treatment is 
further increased by the seclusion of the patient. Diagnosis is often 
made by the pulse, of which the Chinese aver there are six at each 
wrist. From the pulse the state of the internal organs can be at least 
surmised if not accurately diagnosed. Alteration of one pulse will 
indicate abdominal mischief, of another cerebral, and so on. The 
doctor often does not see his patient, or only sees a tongue protruded 
through an aperture in a curtain, or feels a pulse, the arm being 
pushed through the curtain; if the patient is seen he makes no local 
examination, and therefore the prescription is written for the relief 
of symptoms and is often “shotty” and long. Sometimes, however, 
they quickly succeed in effecting a cure, if not, they try again and 
again. If, however, the patient grows worse and death seems 
imminent, the native practitioner immediately pronounces the case 
incurable, or may in a few places send them to a European doctor; 
in any case he rids himself of all responsibility. 

Taken generally, at least as far as my observation goes, the native 
women have roomy pelves, labour is quicker than with Europeans, 
and pain is either less intense or better borne. Yet in practice one 
meets with many appalling cases because, as a European, one is 
rarely called to a simple and normal case. 

The midwives are usually of a very low class, so much so that the 
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sons and descendants of a woman employed in this work are not 
permitted to take a degree, and are therefore debarred from taking 
office for three generations. A practice is often handed down from 
mother to daughter and so on. One positively filthy young woman 
assured me her ancestors had been engaged in the trade for 100 years; 
and as one surveyed her filthy clothes, her dirt-begrimed face and 
hands, her long and muddy nails, one secretly wondered how many 
souls had been helped into enternity through the ministrations of this 
one family. 

One would not expect antiseptic or aseptic treatment among the 
Chinese, but quite apart from these, even ordinary cleanliness is 
unthought of. No Chinese midwife I have met has ever seemed to 
think it necessary to wash her hands, or to cleanse the external 
genitals of the patient before making a vaginal examination. After 
delivery they may or may not run their finger tips through a little 
water. Consequently the germs of disease are carried from case to 
case and puerperal fever is common. One case comes to my memory. 
A primipara, aged 18, had been in labour four days. A very “septic” 
midwife was in attendance. The patient, who looked exceedingly 
ill, was propped up in bed eating thick pork broth with rice and 
capsicums as a flavouring. The pains had stopped; the patient’s 
temperature was 105°F.; the pulse between 130 and 140 and the 
breathing rapid. On examination the vulva and external parts were 
very edematous, swollen and congested. The presentation was an 
occipito-posterior one; the head was jammed in the pelvis, and the 
bladder was much distended. There was a tear of the posterior 
vaginal wall. The midwife had adopted an expectant treatment 
combined with generous diet, and this in spite of the fact that 
matters grew steadily worse. Catheterisation, incisions in the 
cedematous tissues, and forceps brought the case to an end. The 
posterior vaginal wall tore like so much paper. The child was dead, 
and in spite of subsequent treatment carried out by our trained 
European nurse, the woman died some 48 hours later. 

A year afterwards this midwife came to me and begged me to 
give her some lotion to use for her hands as she had herself noticed 
that infection was being carried from woman to woman, and that 
many of her patients were dying from the effects. 

The months of pregnancy are usually reckoned as ten by the 
Chinese. The women take no special care during these months and 
abortion and miscarriage are very common. ‘They do not retire to 
bed at such times, consequently the hemorrhage is sometimes alarm- 
ing. If the patient grows faint with it the friends will put her to 
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bed but prop her up, so that the poor, fainting creature is made to 
sit as nearly upright as possible to prevent the discharge gravitating 
upwards to the heart. Treatment is to give some native hemostatic, 
purgatives, or apply counter irritation to the abdomen. 

The women’s quarters in Chinese houses are usually small and 
dark, often without a window, and with room only for the bed and a 
narrow path on one side of it. Obstetric work carried on under these 
conditions is not always encouraging. When labour commences, the 
midwife is sent for and makes a vaginal examination, and seems able 
generally to tell whether the head or breech presents. If the head 
presents, the position is not taken into account, things are said to be 
going on well. If the first stage is slow the midwife endeavours to 
rupture the bag of membranes, while the patient is exhorted to bear 
down. After this early treatment a slow, lingering labour may 
result, but the woman has received a little encouragement, and 
believes that matters are expedited. 

The Chinese never deliver in the left lateral position, and rarely 
in the dorsal. As labour advances the patient is usually propped up 
in a squatting position with the buttocks resting just at the edge of 
a bed or chair (which are always low); her thighs are supported on 
the knees of two women sitting on either side, and often her arms 
rest on their shoulders. A third woman from the rear puts her arms 
round the patient’s abdomen, and with the pains makes pressure 
downwards and backwards in an effort to express the child. 

Meanwhile on the floor between the patient’s knees, which are 
widely separated, is a stool and on it a receiving bath, in front of 
which the midwife kneels. She endeavours to stretch the vagina by 
inserting her fingers and pulling the vaginal walls apart, much in 
the way one dilates the sphincter ani with the thumbs before operat- 
ing for hemorrhoids. 

A tear of the perineum is not considered of any consequence 
either by the patient or the midwife. If there is delay at the outlet 
native drugs are given to cause relaxation of perineal structures. 
Sometimes, however, they apply counter irritation to the vestibule 
and clitoris instead of giving drugs. This is done either by selecting 
a sharp fragment of a broken basin, and using it to scarify the part, 
or by inserting red-hot needles. I have seen a swelling as large as a 
walnut resulting and complicating delivery. 

If there is no regular attendant the patient will often deliver 
herself, assuming a squatting or kneeling position, with a flat wooden 
footbath under her, and supporting her arms on a chair, a bed or 
some other article or furniture. 
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In Central China post-partum hemorrhage is rare, at least in my 
experience. This may perhaps to some extent be accounted for by 
the vegetarian diet of the Chinese. They rarely eat meat, though 
fish and fowl are sometimes and more commonly eaten. 

Another thing one notices is how few women suffer from vari- 
cosity of the veins. Owing to the practice of binding the feet the 
lower extremities are poorly developed and ill nourished, and prob- 
ably the blood supply to the parts is small. 

There are among the midwives and native practitioners those who 
venture to do a crude embryotomy. Women come to us to repair 
the mischief done by them. 

Case i. Primipara had a history of very prolonged labour, 
“native doctor(!) had cut up the baby and taken it away in bits.” 
The mother was ill for months with fever, abdominal and vaginal 
pain, and had not menstruated since (some two years later). On 
examination there was no vaginal opening at all, the whole had 
securely cicatrised. 

Case ii. Woman aged 40, multipara. Transverse presentation. 
In labour four or five days. Patient says the arm of the baby was 
lying outside the vulva. Native doctor took away the fetus in 
pieces. Patient had rigors, fever, and great abdominal pain, especi- 
ally on the left side. Her friends carried her 60 miles on a cane 
couch to our hospital. 

On examination her temperature was 104°6°F.; pulse 125; patient 
much collapsed after the journey; the effluvium was horrible. Per 
vaginam the uterus was still large, the os easily admitted two fingers, 
the left tube was enlarged and swollen, hot and tender. The lochia 
were very foetid and contained pus. There was also a large swelling 
in the left iliac region which proved to be an abscess. On opening 
this the following morning, after evacuating the pus, I was surprised 
to find three or four large round worms (Ascaris lumbricoides), in the 
wound. As to the native treatment of breech cases I have only seen 
one which had been treated or ill-treated by a midwife. When I 
arrived the woman was lying propped up on the edge of the bed, with 
her legs widely stretched apart on two chairs, and the baby, caught 
by its head within the uterus, hanging helplessly down between. 
The presentation was sacro-anterior, and the occiput had stuck behind 
the pubes. To meet the difficulty the midwife “to make room for 
the head,” as she said, had cut the recto-vaginal septum and 
perineum. The poor, bleeding, suffering woman seemed nearly at 
her last gasp, and was naturally fearful of further treatment, especi- 
ally at the hands of a foreigner. After tying a few arteries, and to 
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some extent stopping the hemorrhage consequent on the midwife’s 
operation, I delivered in the usual way and the placenta followed 
immediately. The section of vagina had been made with a pair of 
large scissors. In spite of my entreaties that the patient might be 
brought to hospital for proper nursing and for repair of the vagina 
and perineum, the woman was left to her fate and died the next 
evening. Native superstition makes it a terrible thing for a woman 
to die undelivered ; but if the child is born and she dies subsequently, 
the family accept it as fate, and with the calm indifference and 
philosophy of the Oriental mind go through the ceremonies of burial 
and mourning with dignity, and in a few months the mourning 
husband assumes again the character of a happy bridegroom with the 
same dignified ease and facility. 

Miss Gough, L.S.A., told me of a breech case to which she was 
called. On arrival she found a rope tied round the fetal legs and 
two strong men applying traction from the outer side of the bedroom 
door. The two men tugged with might and main, but the fetal head 
still remained in utero. 

Rupture of the uterus is by no means uncommon, neither is it 
always fatal. A friend attended a case where the uterus was ruptured, 
on removing the placenta manually she found it had partly escaped 
into the abdominal cavity. The patient, however, made a good 
recovery. 

A foreign or European doctor is rarely called to a normal case, 
except among personal friends. If nature can with little or no aid 
produce the child alive the midwife takes the credit, if nature is at 
fault the case is usually mismanaged and things made a hundred 
times worse. There are then two courses open, the first and most 
common is to invoke the aid of the gods by calling in the priests and 
diviners, and the second is to call in a foreign doctor if one is any- 
where near. Sometimes the two are combined. This once happened 
in my experience; the men of the family sent for me, while the 
women sent for the priests. The case was quite normal but slow. 
This was natural enough too, as the wife, who was one of several, 
was a young and beautiful primipara of sixteen. The patient was in 
a cubical opening into a sitting-room, and in this latter room sat four 
men: two priests incantating from the Buddhistic classics, and 
divining the fate of the girl; another man sat in a state of partial 
trance with a shuttle in his hand, which he would throw at intervals, 
if it fell on its side the fourth man picked it up with a cry of “ Suin, 
suin,” or all’s well. If, on the contrary it fell on its end the cry 
came: “ There is slight difficulty ;” but it fell almost always on its 
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side, being very cleverly thrown by the medium. The gentleman in 
the trance was quite wide awake enough to scrutinise me thoroughly 
and to cast admiring glances at the Chinese nurse who accompanied 
me. The priests also murmured incantations over “holy water,” 
though it smelt strangely enough of native spirit. This decoction 
was given to the patient to ‘drink every fifteen minutes or so. Assur- 
ing myself that everything was normal, that neither mother nor 
child seemed exhausted or in any special danger, and that even if 
left unaided nature would probably finish her work in an hour or two, 
I made objections to being mixed up with these heathen practices, 
and asked that the priests might at least be moved to another room; 
but they were all too terrified of the power of these diviners to even 
suggest such a thing, so we retired for an hour or two until they had 
finished their ministrations. 

As a rule as soon as labour is over the patient lies down in bed, 
but with the head and shoulders bolstered up very high—this is with 
the idea of quickly draining away the lochia. Under the woman are 
put layers of Chinese paper, which is very absorbent, and under it 
again is put a piece of matting. If the floor is wet and soiled it is 
thickly strewn with sand and ashes; and the whole room seems about 
as nasty and uncomfortable as it can well be. The patient is at once 
given a drink of syrup, often with hard-boiled eggs floating in it—a 
dreadful decoction of which all friends and visitors are expected to 
partake. The child is not washed, but the cord is dusted with a red 
powder, which looks a little like calamine, and is then tied up in a 
piece of paper. Excepting its face and hands a child is often not 
washed for a year or two. 

The women are often up on the day following delivery. Several 
times calling on the second day I have found the patient looking 
cheerful and well and moving about as usual—even after forceps 
have been used or version performed. All the careful instructions 
given are quite disregarded. Some of the women seem to have no 
nervous system and to be almost insensitive ; others again are the very 
reverse and take a long time to recover. From all one sees and hears 
the mortality among women must be very large; but the infant 
mortality is truly awful, and yet, in spite of this, the Chinese nation 
is the largest on this earth. 
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FOURTEEN CASES OF FORCIBLE DILATATION 
OF THE OS BY MEANS OF THE BOSSI 
DILATOR. 


By ERIC D. GAIRDNER, M.B. 
House Surgeon, Glasgow Maternity. Hospital. 


Tue following table shows a series of fourteen cases occurring during 
the last eight months in the practice of the Glasgow Maternity 
Hospital, in which artificial dilatation of the os was obtained by the 
use of either the Bossi or the Bossi-Frommer dilator. The cases 
have occurred in the ordinary indoor and outdoor practice of the 
Hospital and in the hands of various members of the medical staff. 

Cases 1 and 2 were cases of eclampsia in which the fits were very 
severe; medicinal treatment had been of no effect. 

Case 3 was a kidney case in which there was almost total suppres- 
sion of urine. Diuretic treatment, either before or after the empty- 
ing of the uterus, was ineffectual; the skin and bowels were equally 
sluggish and resistant to remedies. The patient died five days after 
the operation in a comatose condition. 

Case 4. This was another eclamptic case. There was a history 
of more than one fit before the patient was admitted. She was in 
labour when admitted, but a very severe fit occurring after admission 
it was deemed advisable to deliver without delay. 

Case 5 was one of acute hydramnios. The patient was 4 months 
pregnant, and the uterus had distended from the normal size for that 
period of pregnancy to more than the size of a uterus at full term. 
Her general condition was such that it was determined to empty 
the uterus. Some hours before the operation was to have been done 
labour set in, and with such a degree of hemorrhage as to render 
the immediate evacuation of the womb imperative. 

In Case 6 the patient had been 36 hours in labour when admitted, 
and had been sent in from the country, a distance of 9 miles, in an 
ambulance waggon. The membranes had ruptured 12 hours pre- 
viously. There was a considerable pelvic deformity, and the case, 
had it been seen earlier, would have been a suitable one for 
symphysiotomy, but under the circumstances such an operation was 
thought unadvisable. As she was much exhausted dilatation was 
effected, and the child with great difficulty delivered with forceps. 
The child’s heart was very faintly beating at birth, but stopped 
before any attempt had been made to breathe. 
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Case 7 was one of lateral placenta previa, the placenta over- 
hanging the os. The child being alive and the patient in labour, 
it was determined to dilate as quickly as possible and deliver. This 
was effected without a great loss of blood and delivery of a live child 
obtained. 

Case 8 was a case in which labour was induced on account of there 
being a considerable general contraction of the pelvis. A bougie 
was first introduced into the uterus and 24 hours later the dilatation 
was completed with the dilator. The child was only delivered with 
forceps with great difficulty, and was born dead. 

In Case 9 the membranes had ruptured and the cord prolapsed 
24 hours before the patient was seen. The pains which had been 
fairly strong had entirely ceased since the rupturing of the mem- 
branes. The cord, which was hanging from the vagina, was flaccid 
and black, and the foetus was clearly felt to be macerated. It was 
therefore feared that sepsis would be set up unless the uterus was 
emptied without delay. 

Case 10. This was another case of pregnancy complicated by 
kidney disease. There was anasarca and blindness. The quantity, 
however, of the urine, which was heavily loaded with albumen and 
casts, was not deficient and the skin and bowels acted freely. Never- 
theless the patient’s general condition became worse and worse, and 
when it was determined to empty the uterus she was all but comatose. 
Ten days after the operation she had slightly improved and was sent 
to the Royal Infirmary. 

Cases 11 and 12 were cases of inevitable abortion in which there 
had been some considerable hemorrhage. 

In Case 13 the patient had had three floodings of grave severity, 
the last occurring 48 hours before admission. Since the last flooding 
there had been continuous oozing of blood. Before being admitted 
she had been seen outside by a doctor who had packed the vagina 
and sent her to hospital. The packing, which was soaked with dis- 
charge, was removed on the admission of the patient; it had a very 
offensive fetid smell. The oozing of blood still went on and the 
patient’s condition became serious. It was then determined to empty 
the uterus. The patient was in a very critical condition for 24 hours 
after the operation, but she had evidently rallied from the operation 
and loss of blood, and seemed to be picking up when symptoms of 
septic infection set in and she died of sepsis, 3 days after the opera- 
tion. : 

In Case 14 the uterus was curetted and the Bossi instrument used 
to dilate the os instead of Hegar’s dilator. 
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Cases 10, 11, 12 and 14 occurred and were treated in the outdoor 
department of the hospital, the other cases of the series were treated 
indoors. The instrument used in the first three cases was Bossi’s 
four-pronged dilator (Fig. 2). In all the other cases of the series 
the Bossi-Frommer eight-pronged instrument (Fig. 1) was used. 
With the latter instrument very much less force is necessary than 
with the former; the resistance of dilatation in full-time cases when 
the eight-pronged instrument is used being almost inappreciable. 

When fully closed the eight-pronged instrument is equivalent 
in guage to a No. 13 Hegar dilator. The four-pronged instrument 


Fig. 1. 


with caps off closes down to about a No. 11 Hegar; with the caps 
on the guage of the distal end is about equivalent to a No. 26 Hegar. 

The most important consideration in regard to the use of the 
instrument is the condition of the os after dilatation has been accom- 
plished. In all the cases of the series except cases 11—14 inclusive, 
the cervix had already been taken up before artificial dilatation was 
commenced. In Nos. 1 and 7 alone of this division of the series was 
the cervix in any way torn. In Case I there was a very slight 
laceration anteriorly, so slight as not to necessitate suturing. In 
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Case 8 there was a somewhat ragged transverse tear which was 
sutured. It will be noticed that in this case full dilatation was 
accomplished in the short time of five minutes. When the cervix 
has been taken up and dilatation accomplished slowly, three minutes 
to a centimetre, it has been found that the operation is completed 
with little or no risk to the cervix. 

In the remaining cases of the series, Nos. 11, 12, 13 and 14, the 
operation was performed in the early months of pregnancy, and 
before the cervix was taken up. In Case 13 there was an extensive 
bilateral tear after dilatation had been effected. The cervix 
in this case was fairly long and was also somewhat lengthened by 
being pulled upon by the volsellum forceps, and when the instru- 
ment was introduced into the cervix the closed prongs were not 
sufficiently long to reach through the internal os; consequently 
when dilatation was begun the prongs ripped right through the 
upper part of the cervical tissue. This accident demonstrates that 
there is a risk in obtaining dilatation when the cervix is not taken 
up owing to the prongs possibly being too short to reach through the 
internal os. 

In Case 12, two days after delivery, some hemorrhage occurred 
while an intra-uterine douche was being given; examination showed 
that a clot had been washed from a small pit or depression within 
the cervix which had evidently been caused by the tip of one of the 
prongs of the instrument indenting the cervical tissue. The 
hemorrhage was easily controlled. 

In Cases 11, 12 and 14 dilatation was effected without the adminis- 
tration of a general anesthetic, the patients stating that the operation 
caused them no pain. 

The above series of cases shows that with the Bossi-Frommer 
dilator forcible dilatation of the os can be rapidly and easily per- 
formed, and in cases where the cervix has been already taken up, 
with scarcely any risk of cervical laceration, provided that sufficient 
time be taken. Three minutes should be allowed to elapse during 
each centimetre of dilatation. Dilatation could probably be safely 
performed with greater speed than this, but such a rate has been 
found to give quite satisfactory results. 

In cases where the cervix is not taken up there is greater risk of 
doing it damage owing, as already detailed, to the prongs 
not passing completely through the internal os. From reported 
cases I have not seen this danger referred to; it is the more liable to 
occur when the cervix is dragged upon and consequently lengthened 
by volsellum forceps being used to steady the organ. The dilator 
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should therefore, if possible, be introduced without seizing the cervix 
with volsellum forceps, and when a slight degree of dilatation has 
been obtained the instrument should be closed and withdrawn, and 
an examination made before it is re-introduced, to ensure that the 
whole length of the cervix is being simultaneously dilated. Dilata- 
tion in these cases need not be any slower than in the former class, 
and can be accomplished with only a slightly greater degree of force. 
Forcible dilatation of the os by this instrument is not accompanied 
by any greater degree of shock than is usual after any minor obstetric 
operation. In Case 13 the great amount of blood lost before the 
operation, added to the amount lost during the operation, was quite 
a sufficient cause to account for the patient’s critical condition during 
the subsequent twenty-four hours, apart from any added shock due 
to the operation itself. The instrument, especially the eight-pronged 
variety, is therefore a very suitable and desirable one in cases where 
immediate evacuation of the uterus is considered necessary. 
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REVIEW OF CURRENT LITERATURE. 


OBSTETRICS. 
Decidual Changes in the Cervix. 
Voix. Archiv. fiir Gyndkol., 1903. Bd. lxix., Ht. 3, p. 681. 


Tue writer had occasion to remove for microscopic examination a 
small portion of the cervix of a woman who was about 37 weeks 
pregnant. The cervical mucosa was on the whole little altered. The 
surface epithelium and that lining the glands were well preserved, 
the cells were cylindrical with basal nuclei which took up stains 
freely. There were numerous small retention cysts (ovula nabothi). 
The connective tissue was for the most part normal but cedematous. 
In certain areas, however, the mucosa showed striking alterations of 
the connective tissue into patches of decidual cells. These areas 
showed none of the retrogressive changes which are observed in the 
decidua of the corpus uteri towards the end of pregnancy. In a 
second case of placenta previa the writer examined a portion snipped 
from the cervix and found groups of decidual cells within the mucosa, 
the superficial and glandular epithelium remaining cylindrical and 


in good condition. 
W. E. Foruercit1. 


On Decidua Formation in Phosphorus Poisoning. 


HirscHMANN and LinpentHAL. Archiv. fiir Gyndkol., 1903. 
Bd. lxix., Ht. 3, p. 580. 


Tue authors refer to the often-quoted statement which appears to 
have originated with Overlach, that phosphorus poisoning may cause 
the formation of decidual cells, z.c., the enlargement of certain of the 
connective tissue cells of the uterine mucosa. They have been able 
to examine during the last two years 9 cases of phosphorus poisoning 
in which pregnancy could be definitely excluded. In none of these 
cases was there any trace of decidual change in the endometrium, 
and the writers conclude that the statement of Overlach and others 
is based on a misconception. This they are at some pains to explain, 
their view being that certain cells of epithelial origin derived from 
the lining of the uterine glands have been mistaken for decidual 
cells. 
W. E. Foruerci.u. 
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The Regeneration of the Uterine Mucosa after Parturition. 
Wormser. Archiv. fiir Gyndkol., 1908. Bd. Ixix., Ht. 3, p. 449. 


Tus writer describes minutely 7 uteri, 36 scrapings obtained by the 
curette, and 5 specimens of uterine mucosa removed by the finger 
during the puerperium. The appearances are figured in 19 drawings. 
Wormser forms the opinion that the separation of the membranes at 
term occurs within the spongy layer of the decidua (in this he differs 
from Webster and other very competent observers). The thickness 
of spongiosa left varies in different parts of the uterine cavity, but 
at least one layer of dilated gland spaces remains over the whole 
surface. These are laid open in the process of regeneration and their 
floors thus become part of the lining of the uterine cavity. The 
author does not agree with Klein that regeneration of the mucosa 
occurs according to one or other of two distinct processes, but holJs 
that the variations between different cases are of minor importance. 
The remaining spongiosa shows from the second day onwards a 
demarcation into two layers, a superficial necrotic and a deep, well- 
preserved layer. After the necrotic layer is thrown off, the bare 
connective tissue between the floors of the dilated glands is covered 
in provisionally by flattening and spreading out of the adjacent 
glandular epithelium. This temporary epithelial investment is 
gradually replaced by division of cells lining the deeper portions of 
the glands. 

Up to the end of the third week of the puerperium the epithelial 
cells show together with proliferation retrograde changes, namely, 
irregular arrangement, polymorphism, formation of vacuoles, peri- 
pheral placing and fragmentation of nuclei, also corneous and other 
chemical changes of the nuclei. Karyokinesis is not observed during 
the first fourteen days of the puerperium. Two sets of changes mark 
the retrogression of the decidua. A superficial, thin, and incomplete 
layer undergoes fatty degeneration with destruction of the decidual 
cells, so that the intercellular network remains. This network is 
refilled by the connective tissue cells beneath. In the deeper layer 
the decidual ceils get smaller, nucleus and protoplasm shrinking till 
the cell resumes the size and appearance of an ordinary stroma-cell 
of the uterine mucosa. There is no essential difference between the 
regenerative process in the placental site and in other parts of the 
uterus. The serotinal giant-cells quickly perish by fragmentation 
during the puerperium, but more or less numerous remains of them 


may be seen as late as the third week. All the regenerative processes 
4 
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follow so quickly one upon another that at any time during the first 
two weeks all stages may be observed in one and the same specimen. 
At the end of the third week the mucosa approaches its normal con- 
dition though it has not then entirely lost its puerperal character. 
In the historical review the writer mentions Cruveilhier as having 
been the first to throw any light on the subject of the paper. This 
he corrects in a postscript, and quotes from a much earlier writing 
of William Hunter (1774) “The decidua vera is of considerable 
thickness and one stratum of it is always left upon the uterus after 
delivery, most of which dissolves and comes away with the lochia.” 


W. E. Foruercitt. 


Urine Changes in Pregnancy and Puerperal Eclampsia. 


Wuirney (E. L.) and Cuarr (C. A.). American Gynecology, August, 
1903. 


Tue authors find that during pregnancy there is “an unmistakable 
tendency toward a lessened output of urea nitrogen, together with a 
slight increase in that of ammonia nitrogen, as compared with the 
non-pregnant condition.” “Careful study of the results obtained 
by the analysis of the urine in eclampsia shows clearly that the 
essential change in the urine of eclamptic women consists in a 
decrease in the percentage of nitrogen which is eliminated as urea, 
together with an increase in the amount which is precipitated by 
phosphotungstic acid and readily decomposed by heating with 
sulphuric acid at a temperature of 160°C. The variability in the 
increase of ammonia in the different cases may be attributed to the 
fact that in some instances the metabolic processes are so imperfect 
that the destruction of proteid material does not proceed as far as the 
ammonia stage, while in other cases the ammonia is retained within 
the organism, either in the body fluids or stored up in excessive 
quantities in the tissues, particularly in the nervous system, as some- 
times occurs in certain experimental conditions. We are as yet almost 
entirely in the dark as to the cause of the alteration in metabolism 
which characterizes eclampsia. It is possible, in some cases, that it 
may be due to a relative insufficiency of the hepatic function, it 
being quite conceivable that a liver which is able to care for the 
metabolism in the non-pregnant individual in a satisfactory manner, 
may be quite incompetent to meet the increased requirements of the 
pregnant state. In other cases the condition may be attributed to 
some digestive anomaly of the placenta or uterine wall, while in still 
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others it may result from some abnormality in the metabolism of the 
foetus. 

The fact that the urinary changes persist for some time after 
delivery, sometimes not clearing up for two weeks, would appear to 


indicate that the hepatic lesions do not disappear immediately after 
delivery.” 


Henry Russert ANDREWS. 


Hyperemisis Gravidarum: A new Intoxication Theory of its 
Origin. 
Beum. Archiv. fiir Gyndkol., 1903. Band Ixix., Heft 2, p. 410. 


Tue author refers to a case of hyperemesis which became grave 
during the third month of pregnancy. The induction of abortion 
was contemplated, but the employment of copious rectal injections 
of normal saline solution was followed by rapid improvement, and 
after 14 days of treatment by this method the patient could retain 
all kinds of food. The cessation of injections was followed by a 
return of vomiting which again disappeared when the treatment was 
recommenced. Labour was followed by an eclamptic attack, which 
yielded to treatment after two days. A second similar case is 
reported. The writer orders each morning, rectal lavage for cleansing 
purposes, followed by the injection every two hours of about half a 
litre of warm saline solution, which is retained and absorbed. Four 
less severe cases were treated in the same way. The symptoms 
occurred between the second and fourth months of gestation. The 
pelvic organs were normal in each instance, and there were no 
manifestations of hysteria. In each case the rectal injections were 
followed by the cessation of vomiting. This concludes the practical 
portion of the paper. The writer next discusses the causation of the 
vomiting of pregnancy, and concludes that it is toxic in origin. He 
considers that foetal metabolism cannot be the source of the toxin, 
because the symptoms appear when the fetus is still very small 
indeed, and disappear as a rule as the foetus increases in bulk. But 
the artificial or other interruption of pregnancy terminates the 
vomiting, therefore, the writer argues, the toxin must come from the 
extra-fetal portion of the ovum—namely from the placenta and 
membranes. He next remarks that recent authors have described 
the breaking off and passage into the maternal circulation of portions 
of the chorionic epithelium. This he regards as an almost physio- 
logical occurrence, and he suggests that the vomiting of pregnancy 
is a “ syncytial intoxication.” There are certain cases to which this 
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theory does not apparently apply, and which receive special con- 
sideration. These are :—(1) Those in which vomiting begins during 
the latter half of pregnancy; (2) those in which the vomiting con- 
tinues after the termination of pregnancy; (3) those in which vomit- 


ing ends with pregnancy but the disease still progresses to a fatal 
issue. 


W. E. Foruerctr.t. 


On the Question of Ovarian Changes in Cases of Hydatidiform 
Mole. 


Pick (Lupwic). Zentral. fiir Gyndkol., August 22nd, 1903. 
No. 34. 


Pick draws attention to Stoeckel’s work on this subject. This author 
claims to have proved that the multiple cysts of the ovaries found 
in connection with vesicular disease of the placenta are cysts of 
corpora lutea, occasionally folliculomata and lymphangiectases are 
also present, but when this is so the corpus luteum cysts preponderate 
both in size and number, and account for the macroscopical con- 
figuration of the growth. Pick describes a case from Landau’s 
clinic which he thinks is calculated to throw light on the obscure 
etiology of vesicular mole. An operation was performed by Landau 
one month after the expulsion of a hydatidiform mole on account of 
continued hemorrhage. The uterus and adnexa were removed per 
vaginam, the former was the seat of a chorio-epithelioma. The left 
ovary measured 2°5x17x15 c.m., it was of dense consistency, 
studded on the surface with greyish points and showed a fresh corpus 
luteum. There were five cysts, the size of cherries, in the 
parenchyma, some contained serous, others mucous fluid, all 
had a yellow, uneven lining. The right ovary was represented by a 
cystoma the size of an apple, the multiple cysts which composed the 
growth had thin, transparent, bulging walls, they varied 
from the size of a cherry to that of a plum, contained thin serous 
fluid, and had a smooth grey or greyish-yellow lining, which could 
be peeled off the walls of the larger cysts. Microscopically 
the grey points on the surface of the left ovary proved to 
be decidual cells; the corpus lutem of this ovary had not 
undergone softening. The small cysts were lined by typical 
“utein-membrane,” which occasionally was reduced to a 
hyaline substance; internal to this membrane in one instance the 
interior of the cyst was filled by connective tissue, but for the most 
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part the cavities were empty. The “lutein-membrane ” overlays the 
theca interna which is a very vascular connective tissue layer, rich in 
nucleated cells, the latter feature differentiating it from the adjacent 
ovarian stroma. The right ovary had its surface covered by a diffuse 
layer of decidual cells. The cysts of which it was composed were 
proved to be corpus luteum cysts by the fact that they were lined by 
“lutein-membrane.” This always possessed a smooth surface and 
contained no gyromatous folds. 

To the kind of cystic degeneration of ovaries met with in con- 
junction with hydatidiform moles Pick gives the name “ degeneratio 
polycystica ovariorum luteinalis.” When developed to an extreme 
degree the macroscopic characters of the corpus luteum cysts are lost, 
and their nature is only to be demonstrated by microscopical 
examination which will reveal the lutein lamella. 

Stoeckel has found peculiar displacement and wide-spread 
dissemination of the lutein-cells through the ovarian parenchyma, 
and even to the ovarian surface. This over-production of the lutein- 
tissue in the ovary is regarded by Pick as setting up excessive chorio- 
epithelial action in the uterus or tube, and thereby the developing 
ovum becomes a vesicular mole. 

CuTHBERT LOCKYER. 


Total Separation of the Placenta in a Pregnant Woman with 
Nephritis. 


Prstatozza (E.). Bollet. della Soc. Toscana di Ost. e Ginecol., Feb., 
p. 27. 


A PATIENT was admitted to hospital with internal and external 
hemorrhage. On admission she was markedly dropsical, the urine 
was scanty, blood-stained and loaded with albumen. Labour was 
induced and dilatation of the cervix was easily effected and the fetus 
extracted, during which procedures not much blood was lost. Some 
hours after delivery the patient became dyspneic and died in a state 
of collapse, with complete suppression of urine and all the symptoms 
of an acute intoxication. 

At the necropsy the left kidney was markedly atrophic, and both 
kidneys showed signs of an acute recrudescence of an old inflamma- 
tion. The uterus showed multiple subserous hemorrhages, and there 
were also hemorrhages into its parenchyma. The placenta had been 
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situated low down, which probably accounted for its separation and 
the hemorrhage. The writer is satisfied that the hemorrhage did 
not depend upon a partial separation of the placenta, but that the 
whole placenta separated during labour because of the renal 
condition. 


R. W. MAcKENNA. 


The Treatment of Placenta Previa by Bossi’s Method. 
DePaour. Archiv. fiir Gyndkol., 1903. Bad. lxix., Ht. 1, p. 12, 


Tue writer records 19 cases of placenta previa treated by Bossi’s 
method. The time occupied in emptying the uterus varied from 
5 to 25 minutes. In no case was there any laceration of the cervix 
requiring suture, though in some instances there was no dilatation at 
the beginning of the operation. One mother died and three children 
were lost out of the 19 cases. ‘The foetus was delivered by turning or 
forceps, after dilatation up to 8—9c.m. with Bossi’s instrument. The 
operative technique employed is described in detail and the writer 
summarises his conclusions : — 

1. Cesarean section in cases of placenta previa is inferior to 
dilatation by Bossi’s instrument. 

2. In other cases, when the mother’s life is in danger, this method 
gives the best chance of saving not only the mother but also the 
child. 

3. When serious hemorrhage occurs, the cervix being undilated, 
rapid dilatation by this method is indicated not only as a preliminary 
to immediate delivery, but also because it often renders possible the 
operation of turning. There is less danger of infection with this 
than with other methods of dilatation. 


W. E. ForHerGitt. 


Six Cases of Cesarean Section, with Remarks on the Relative 
Merits of Sanger’s and Porro’s Operations. 


KEssen-M6tier (Euts). Festschrift Otto Engstrém, 1903. 


Essen-MOuiLER describes six cases of Cesarean section and discusses 
thoroughly the relative merits of Siinger’s and Porro’s operations. 
Ile sums up his conclusions thus :—Singer’s method, according 
to recent statistics, has a “reduced” mortality of 45 per cent., 
Porro’s method 4 per cent. The chief cause of mortality is infection. 
In some cases the operation itself is responsible tor the infection, 


in others the infection has undoubtedly occurred before the 
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operation. In this latter group a conservative operation is contra- 
indicated. If sepsis can be excluded the classical Cesarean section 
gives excellent immediate results gua operation, which is more than 
can be said of Porro’s operation. 

The thinning of the scar in a subsequent pregnancy with 
possibility of rupture of the uterus is a drawback to Singer’s 
operation, but can be prevented by very exact suture of the wound. 
Repeated Cesarean section does not involve danger to the patient, 
and may even, on account of adhesions, be performed extra- 
peritoneally. 

The classical Cesarean section is the better operation, and Porro’s 
operation should only be performed when this is contraindicated. 


Henry Rvssett ANDREWS. 


A Case of Adherent Placenta with Rupture of the Uterus During 
Credé’s Procedure. 


ScHWENDENER. Jfonats. fiir Geburts. u. Gyndkol. Bd. xviii., Ht. 3. 


THE patient was 32 years old in her eleventh confinement. The 
previous labours had been normal, except the last, in which placenta 
previa had been found. After the birth of the child the placenta 
was not delivered in an hour and so Credé’s method was employed, 
but without success. After this, however, the patient became col- 
lapsed with a rapid pulse, cold sweat on the extremities, and adulness 
in the right side of the abdomen. From these symptoms rupture of 
the uterus was diagnosed, but no laceration could be felt when the 
hand was introduced. The placenta was so firmly adherent that it 
could only be manually removed incompletely and in fragments. In 
spite of restorative treatment the patient died the following morning. 
At the autopsy about a litre of blood-stained fluid was found in the 
abdominal cavity, and a small ragged tear in the uterus near the left 
tube angle, almost the size of a 4d. piece; around this the uterine 
wall was blood-stained and infiltrated. At this place too the muscle 
wall was very thin, only measuring about 2 millimetres. The 
placental site was easily seen, covered with small masses of firm 
placental substance. 

The two points of interest were the adherent placenta and the 
uterine laceration after an attempt to deliver the placenta by Credé’s 
method. According to Nordmann the microscopical examination of 
adherent placente shows two sets of regular changes in the decidua 
serotina : — 
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(1) A connective tissue change in the decidua so that the placenta 
is firmly bound to the uterus by fibrous tissue. 

(2) An absolute absence of decidua so that the placental villi 
come directly into contact with the uterine muscle. 
In this case the microscopic examination showed that the first of these 
two changes was present, the decidua serotina being changed into a 
connective tissue layer of varying thickness, while only here and 
there remains of decidual cell groups could be found. No glandular 
(spongy) layer could be found at all. The larger chorionic stems 
were directly continuous with this fibrous layer. In many places the 
syncytial layer of the chorionic villi was wanting, and the villi were 
adherent to one another either directly or by means of a delicate 
connective tissue. On this the intervillous space was obliterated at 
many places. The etiology of this form of decidual change is looked 
upon by most authors as a chronic inflammatory change which 
continues throughout pregnancy, an endometritis interstitialis. 
According to Neumann the decidua in his case disappeared owing to 
an increased power of growth of the placenta. With regard to the 
rupture of the uterus, the symptoms of this were present before the 
hand was introduced into the uterus, and so it can only be supposed 
that the laceration was caused by the attempts at expression by 
Créde’s method. According to Braun, Dietel and Fritsch a rupture 
of the uterus in the third stage of labour can only occur during 
attempts at delivery, when some thinning or degeneration of the 
uterine wall predisposes to this accident. In this case the tear looked 
as if it was caused by the finger being pushed directly through the 
wall, and entered at the place where the muscle was thinnest. There 
seems to be no evidence in this case that the laceration was really 
commenced during the second stage and made complete during the 
third, because there was no bleeding from the uterus and no blood 
in the uterine cavity, which would at least have been expected if 
such an accident had occurred before the third stage. The thinning 
of the uterine wall in this case was accounted for by finding masses 
of decidual cells among the muscle fibres, constituting a destructive 
proliferation of decidua in the wall of the uterus. No connection 
between these masses and the normal site of the decidua could be 
traced in this case. So it must be concluded that this 
woman, who had had many labours, some abnormal, had her uterus 
so thinned by metastatic deposits of decidua in the muscle wall, that 
a rupture occurred during a usually comparatively harmless 
manceuvre, Créde’s method of expression of the placenta. 


Tuos. G. STEVENS. 
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The Iodine Treatment of Puerperal Sepsis. 


Pryor (W. R.). New York Med. Journal, August 22nd, 1903. 
Vol. Ixxviii., No. 8. 


ImpRESSED with the futility of performing either a radical vaginal 
or abdominal operation in this condition, the author curettes the 
infected uterus, opens broadly the posterior cul de sac, and packs the 
uterus and Douglas’s pouch with iodoform gauze. He has operated 
on 37 cases, and on 36 of these streptococci have been found both in 
the uterus and pelvis. In all cases but one he was unable to detect 
a single coccus of any kind in the second dressing, and they were 
absent at the third dressing in the exception. 

The author claims that his good results are due to the fact that 
the serum from the uterine wound breaks up the iodoform into 
methyl and free iodine to a small extent, and that the serous mem- 
brane in the posterior cul de sac does so to a very large extent. The 
iodine is absorbed very rapidly and a strong reaction of iodine in the 
urine is secured within 5 hours of the treatment (in certain cases 
within two hours). In all the operations either enterocylis or intra- 
venous, infusion of normal saline solution has accompanied the 
operation to facilitate the elimination of iodine and toxines by the 
kidneys. The author is now engaged in elaborating a simpler 
method of securing local and general iodism. In all there were 37 
operations; 27 patients had not been previously operated on, and 
only one died, while 10 had been subjected to curetting before the 
author saw them and three died, thus confirming his belief in the 
mischievousness of mere curetting in these cases. 


Comyns BERKELEY. 


Phlegmasia alba Dolens and its Treatment. 


Stowe (Herbert Marion). New York Med. Journal, 
August 15th, 1903. Vol. Ixxviii., No. 7. 


Dr. Stowe points out that although the main factor in the etiology 
of phlegmasia dolens is admitted by nearly all authors to be thrombo- 
phlebitis, yet inasmuch as this thrombophlebitis frequently occurs 
without the lesions of phlegmasia, some other determining cause or 
causes must be present. The author agrees with the hypothesis of 
Tilbury Fox that obstructive lymphangeitis is the hitherto unknown 
factor. 
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When the femoral vein is plugged the congestion during the 
establishment of the anastomosis is so great that blood-serum and 
red corpuscles are forced from the capillaries into the surrounding 
tissues. This serum has but slightly coagulable properties. Pitting 
is general; the swelling commences at the foot and the lymphatics 
carry off the excess of fluid. If now the lymphatics fail to perform 
their work, lymph accumulates in the tissues, and when the blood- 
serum comes in contact with the fibrinogen, fibrinoplastin and fibrin 
ferment of the lymph, a gelatinoid substance is formed similar to 
the transudate found in phlegmasia dolens. 

The author treats his cases on the usual lines and in addition 
mentions that he has found hot dry air 400°F. for an hour to the 
limb, followed by massage, daily to be of great service. 


Comyns BERKELEY. 


On Appendicitis during Pregnancy, Labour and the Puerperium. 
Bower (O..A.). Festschrift Otto Engstrém, 1903. 


Munpf, in 1894, first drew attention to cases of appendicitis 
occurring during pregnancy. In recent years a fair number of 
papers have appeared on this subject, chiefly by American and 
German authors. Appendicitis during pregnancy is probably of 
more frequent occurrence than might be supposed from the com- 
paratively small number of cases which have been reported. 
Fraenkel found only four cases of acute appendicitis among 40,000 
obstetrical and gynecological patients. Slight cases, which clear 
up without operation, would not be reported even if diagnosed, 
and severe cases occurring during the puerperium would be likely 
to be mistaken for puerperal fever. The raised position of the right 
appendages during pregnancy renders the differential diagnosis 
between appendicitis and inflammation of the appendages of the 
right side very difficult. 

Hlawacek considers that pregnancy favours the occurrence 
of appendicitis, and, by dragging on the appendix by means of the 
so-called appendiculo-ovarian ligament of Clado, tends to prevent 
resolution of the inflammation. 

Fraenkel does not agree with this, but thinks it quite possible 
that the increase in size of the uterus during pregnancy or the 
diminution in its size during labour, might cause rupture of a peri- 
appendicular abscess in a case where there were adhesions between 





Current Literature : Obstetrics 401 


the appendix and the uterus. He does not consider that pregnancy 
has any influence one way or the other on the production of 
appendicitis in a previously healthy woman. 


Herrgott, on the other hand, goes so far as to say that a 
prophylactic operation is indicated in all cases of appendicitis in 
women in the child-bearng age. 

Boije considers that the literature on the subject is at present 
too scanty for a definite opinion to be given as to whether a woman 
who has had a previous attack of appendicitis is more likely to 
have a recurrence if she becomes pregnant than if she does not. 

Boije classifies all the reported cases, and then describes eighteen 
cases from Engstrém’s clinic. In none of these could the pregnancy 
be said to have exercised a bad influence on the appendicitis, and in 
no case did disturbances occur in labour or during the puerperium. 
In one case appendicitis with very severe symptoms occurred in 
early pregnancy, yet in the latter half of the pregnancy the patient’s 
health was excellent. 

He criticises Marx, who says:—“ During pregnancy there is 
enormous congestion of the entire vulvo-vagino-uterine tract, which 
is readily reflected upon the entire intestinal system, causing as it 
does plethora followed by torpor of the gut with the subsequent 
marked constipation. We have here plainly an exciting cause which 
becomes almost clear evidence; with this the generally depressed 
and vicious state of the blood will gradually fill in the circle of 
predisposition.” Boije considers that in pregnancy there is usually 
a lively circulation rather than congestion, and that with the well- 
known loosening of the pelvic connective-tissue there is 
also a loosening of adhesions and an increase in their vascularity. 
This increased circulation explains the smallness of the danger of 
recurrent attacks of appendicitis in pregnancy. Stretching of 
adhesions by the enlarging uterus must be a very slow and gradual 
process. During labour there is a much greater danger of adhesions 
enclosing pus being torn through. 

The usually accepted view of Abrahams, McArthur, Fowler, etc., 
that acute appendicitis during pregnancy must cause either abortion 
or premature labour is not upheld by facts. 

Boije agrees with Fraenkel that in the treatment of appendicitis 
occurring during pregnancy one should act according to the rules 


that are followed in treatment of appendicitis apart from pregnancy, 
or in other words ignore the fact that the patient is pregnant. 


Henry Russert ANDREWS. 
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Antenatal Rigor Mortis. 
Pappock (C. E.). American Journal of Obstetrics, August, 1903. 


Tue author has collected and summarized recorded cases of rigor 
mortis in still-born children, and adds to the list two instances which 
have occurred in his own practice. The causes which led to the 
death of the foetus were in 13 cases hemorrhage, in 5 contracted 
pelvis, in 2 eclampsia, in 1 acute peritonitis, and in 1 prolapse of the 
cord. The condition is of practical importance from two points of 
view :—First, the rigidity of the child may lead to considerable 
difficulty in its extraction; and secondly it has a medico-legal 
interest. “A case is cited of a woman tried for infanticide. Because 
the infant was found in rigor mortis it was decided that the child 
had legally lived, and the woman was found guilty of murder. The 
existence in a new-born dead infant of rigor mortis, is not necessarily 
a proof of a life apart from the mother, that is of an independent 


existence. It does prove, however, that the foetus was alive shortly 
before or during birth.” 
HERBERT WILLIAMSON. 
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GYNAECOLOGY. 


Researches on the Senile Changes in the Blood Vessels and 
Elastic Tissue of the Uterus. 


Szasz-Scuwarz (Huao). Rev. de Gynécol. et de Chir. Abd., 
July and August, 1903. No. 4, 


By means of special selective staining reagents the author has studied 
the disposition of the elastic elements in the uterine wall. In the 
virgin uterus the elastic tissue is scanty, being found (apart from the 
arterioles) only in the superficial layers of the muscular wall, where 
it is arranged as a fine network around the muscle fibres. Beneath 
the stratified epithelial covering of the vaginal portion of the cervix 
there is also a layer of elastic tissue. In the larger bloodvessels there 
is a good deal of elastic tissue in the peripheral layers of the central 
muscular coat, and some elastic fibrils in the external coat. There is 
no elastic tissue in the smaller vessels. The most striking feature 
which the parous uterus presents is a marked increase of the elastic 
elements in its walls. The greater the number of pregnancies the 
greater is the amount of elastic tissue. The author thinks that by 
the amount and arrangement of the elastic tissue in the walls of the 
organ a diagnosis can confidently be made between the virgin and the 
parous uterus. In the parous uterus the elastic layer in the muscle 
wall is greatly thickened and presents a nodular appearance in places. 
At the same time there is also a great increase in the elastic element 
in the walls of the blood vessels. 

In the senile uterus there is a great atrophy of the muscular and 
fibrous elements of the muscular wall. In extreme cases the muscular 
wall is represented merely by elastic tissue in which the vessels are 
embedded. The elastic tissue of the vessel walls is increased, and this 
new tissue seems to resist the process of atrophy which takes place in 
the tissues longer than any other elements in the uterine wall. 


G. Drummonp Rosinson. 


Carcinoma of the Corpus Uteri. 
Hitscumann. Archiv. fiir Gyndkol., 1903. Bd. Ixix., Ht. 3, p. 628. 


Tue writer has investigated ten cases of carcinoma of the body, and 
arrives at several important conclusions. He finds that metaplasia 
from cylindrical epithelium into squamous epithelium occurs very 
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frequently in this form of cancer. Not only the superficial but also 
the glandular epithelium can assume the squamous type. Masses of 
squamous epithelium arising in this manner by metaplasia may be 
distributed in various ways; they may equal or surpass in bulk the 
glandular portions of the growth. They may undergo korneus 
change, and in the areas which have undergone hyaline degeneration 
calcification may occur (carcinoma psammomum). The cases referred 
to are glandular carcinoma which present varied morphological con- 
ditions only as the result of metaplasia. They are commonly 
explained as being mixtures of two growths originating in different 
structures. Epidermal overgrowth in the corpus uteri does not occur 
without a tendency to malignancy, and should therefore be care- 
fully observed whenever it occurs. 


W. E. Foruercitt. 


Retrodisplacements of the Uterus and their Treatment. 


Batpy (J. M.). New York Med. Journal, July 25th, 1903. 
Vol. Ixxviii., p. 107, No. 4. 


Tue author thinks that, as in the case of ascites, a time will come 
when men will be ashamed to speak and write of retrodisplacements 
as a distinct disease. They are mostly coincident with other lesions, 
and where such is the case, the symptoms almost universally come 
from the associated disease. The most common disease with which 
displacement of the uterus is associated (in fact often causing the 
displacement) is inflammatory disease of the pelvis, child-bearing, 
neoplasms and traumatisms causing the greater part of the 
remainder. The “ treatment of retrodisplacements” is a misnomer, 
and it should be “the treatment of conditions in which retro- 
displacements occur as an incident,” as years of abdominal surgery 
have taught in most of these cases, the displacement itself can be 
ignored and the result will be perfectly satisfactory. Just as the 
clamp was used for the treatment of the stump in the removal of 
ovarian and fibroid tumours in time gone by, to be succeeded by the 
ligature, so will evolution in the surgical treatment of retrodisplace- 


ments take place till Alexander’s operation, hysterorrhaphy, ventro- 
suspension, and similar operations have become history. 

Dr. Baldy thinks that a safe and final substitute will be found in 
intraabdominal operations on the round ligament. The only objec- 


tion which can be advanced against the operation is the danger of 
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opening the abdomen, and the author states that “ with anyone who 
sees this as a serious danger or objection under the circumstances I 
do not care to discuss the subject; I simply have no faith in his 
surgical skill and judgment.” 

The operation advocated consists in forcing a pair of forceps 
through the broad ligaments on each side of the uterus at a point 
near that organ. The point comes out on the anterior surface just 
under the round ligament and half an inch from its attachment to 
the uterus. The round ligaments are then pushed into the bite of 
the forceps, which are then drawn back, bringing the round liga- 
ments with them through the holes. The ligaments are then brought 
together behind the uterus by a stitch so forming a loop. The uterus 
is then held forward as far as possible by the assistant, and the loop 
of round ligaments is sutured to the posterior surface of the uterus 
at the level of the internal os. 

The author refuses to discuss the use of pessaries and states that 
where they appear to relieve symptoms tampons would do just as 
well, and concludes that if one was to balance all the possible good 
from the use of pessaries with the harm done by them, there would 
be no question but that it would be better for women if the profession 
could forget there was such a thing as a pessary. 


Comyns BERKELEY. 


On Total Extirpation of the Uterus and Resection of the Vagina 
in Severe Cases of Prolapse in Old Women. 


ForssEL, (HvGo). Festschrift Otto Engstrém, 1903. 


By “severe”? cases of prolapse Forssell means those in which the 
supporting apparatus of the uterus is not only greatly slackened 
but is totally lost, and cases in which the levator ani and pelvic 
fascia are atrophic. 

The methods of treatment which may be adopted in cases of 
complete or nearly complete prolapse of the uterus with inversion of 
the vagina in old women are ventral fixation, removal of the uterus 
and suspension of the resected vagina to the stumps of the broad 
ligaments, removal of the whole uterus and vagina, or removal of 
the greater part of the vagina without removal of the uterus. 

Engstrém’s teaching is that narrowing the vagina by 
colporrhaphy together with repair of the perineum is not sufficient 


to keep up the uterus in severe cases of prolapse. The weakness of 


the supporting apparatus must be made up for in some way either 
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by ventral fixation, or by removal of the uterus and fixation of the 
resected vagina to the stumps of the broad ligaments. If the 
patient is married and has not yet reached the menopause the former 
operation is indicated. If she has reached the menopause, or is very 
near it, and is unmarried with no reasonable chance of marriage, 
then the second operation is indicated. 

Old women with complete prolapse are frequently so feeble 
that laparotomy is not an operation to be lightly undertaken. 
Extirpation of the uterus with resection of the vagina is not a trifling 
operation in an old woman, but is distinctly less severe than an 
abdominal section. For the vaginal operation anesthesia need not 
be so complete, and rest in bed is not necessary for so long a period 
after the vaginal operation as after laparotomy. 

The most important question to be considered in deciding which 
is the best operation is “What are the permanent results?” Forssell 
has very little confidence in the written statements of patients as 
regards their condition after operation, thinking that they often 
minimise their discomforts in writing to the operator, either from 
fear of having to undergo a second operation if they say they are not 
relieved, or from fear of disappointing him. He gives an account 
of the 54 cases in which extirpation of the uterus and resection 
of the vagina has been performed in Engstrém’s clinic. The patients’ 
ages varied between 49 and 73. In recent years Doyen’s method 
of splitting the uterus has been employed. The hole in the lower 
part of the peritoneal cavity is always completely closed. After 
removal of the uterus the broad ligaments are pulled down, the base 
of each is sutured to the resected vagina near the urethra, and the 
upper free margin is sutured to the lower part of the vagina near 
the perineum. The broad ligaments are also firmly sutured to one 
another. 

The patients are allowed up on the tenth day. No deaths have 
resulted from this operation. A little later perineorrhappy is per- 
formed. Results are known in 43. In five of these the result was 
not satisfactory. In 38, or 86°7 per cent., of the 43 the results were 
good, the patient being free from recurrence of the prolapse when 
last examined from one to eight years after operation. 

The most important points are fixation of the resected vaginal 
walls as high up as possible on the broad ligament stumps, and com- 
plete closure of the opening at the top of the vagina. 


Henry RvussELL ANDREWS. 
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Tumours of the Round Ligament of the Uterus. 
Durr (G. Lewis). American Journal of Obstetrics, August, 1903. 


Tue author records two cases from his own practice, and reviews the 
literature upon the subject, but limits himself to those tumours 
which arise from the extra-abdominal portion of the ligament. On 
microscopical examination his own cases proved both to be myxo- 
fibromata. The clinical history was as follows :— 

Case 1.—Patient aged 28, in good health except for a small 
tumour, the size of a walnut, in the right groin and extending into 
the right labium majus. The tumour had been noticed for eleven 
years and was slowly increasing in size; it gave rise to no symptoms 
beyond pain on pressure or when accidentally knocked. 

At operation a cluster of grape-like bodies was found attached 
firmly to the crest of the pubis along the insertion of the round 
ligament. 

Case 2.—Patient aged 37. Her abdomen was much distended by 
a large multi-locular ovarian cyst, “and in her right groin was 
an oblong swelling, firm and unresisting to the touch, occupying the 
region of the right inguinal canal . .. . I was rather inclined to 
look upon it as an incarcerated omental hernia.” At the operation 
for the removal of the ovarian cyst, no gut, omentum or other tissues 
save the ligament were found to enter the inguinal canal. An 
incision was therefore made over the swelling and a tumour two 
and a half inches in length was discovered arising from the round 
ligament. 

Tumours of the round ligament are comparatively rare, but a 
considerable number of cases have been recorded. Fibromata, fibro- 
myomata, fibro-sarcomata, dermoid and other cysts, adenomata, 
lipomata and carcinomata have all been found; as a rule they give 
rise to no symptoms but sometimes become painful at the menstrual 
periods; they are most common in early adult life and more often 
situated on the right than on the left side. 

The only treatment is extirpation, and the stump of the round 
ligament should be fixed to the walls of the canal. 


HERBERT WILLIAMSON. 
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Researches on the Condition of the Blood in Cases of Ovarian 
Cyst. 


Benver. Rev. de Gynécol. et de Chir. Abd., July and August, 1903. 
No. 4. 


Tue author has made a careful microscopic study of the blood from 
23 cases of ovarian cyst of different sorts, and comes to the following 
conclusions :— 

1. An examination of the blood enables a diagnosis of malignancy 
or non-malignancy to be made in a large number of cases of ovarian 
cyst. Associated with clinical signs this blood examination always 
enables a diagnosis to be made between malignancy and non- 
malignancy. 

2. When with a normal number of red blood discs there is a 
number of leucocytes varying from 6 to 8,000, the cyst is certainly 
benign. 

3. The presence of a leucocytosis together with a normal propor- 
tion of red dises does not allow a positive diagnosis of malignancy 
to be made. 

4. A diminution in the number of red discs coinciding with a 
well-marked leucocytosis ought to raise a suspicion of malignancy. 


G. Drummonp Rosinson. 


Cystic Adeno-carcinoma Developing on a Dermoid Cyst of 
Clitoris. 


Bertino (A.). Annali di Ost. e Ginecol., April, p. 267. 


A woman, aged 34, consulted the writer in February, 1902. She had 
always had good health; menstruation began at 15, was regular in 
type and duration, but was always painful. Though married for 
seven years she had never had a child. About a year before, she felt 
a small tumour about the size of a nut developing in the external 
genitals. It appeared without any cause, and did not cause much 
inconvenience. But as it grew, she began to have slight pain in the 
external parts. It increased till it was as big as a hen’s egg, and 
then caused some interference with micturition. After three months 
it burst spontaneously and discharged a quantity of dark-red pus, 
and then its volume diminished and the pain disappeared. It con- 
tinued to discharge a little pus for a time, and then began to increase 
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in size again. When seen there was a pear-shaped tumour between 
the labia, about 6cm. in length, 12cm. in circumference at the lower 
pole, and 5cm. at the upper; above and in front it was covered with a 
narrow band of skin, elsewhere it was covered by mucosa; it was soft 
to the touch and non-fluctuating. On applying pressure some drops 
of fetid pus escaped from a little hole in the anterior aspect of the 
tumour. No trace of the glans clitoridis could be found, the tumour 
occupying its situation. The labia minora were atrophic. Micros- 
copical examination of some of the discharge from the tumour showed 
numerous squamous epithelial cells, and many pus corpuscles and 
fat drops. The provisional diagnosis was made of suppurating 
dermoid cyst of the clitoris. The tumour was excised freely, and 
the patient went home in thirty days, cured. 

A microscopical examination showed the growth to be a suppurat- 
ing dermoid cyst undergoing carcinomatous degeneration. Three 
well-executed plates from sections of the tumour bear out this 
conclusion. 


R. W. MAcKENNA. 


Interstitial or Tubo-uterine Gestation Complicating Uterine 
Pregnancy. Abortion of both Fetuses three weeks apart. 


Morrison (J. B.). New York Med. Journal, June 27th, 1903. 
Vol. Ixxvii., p. 1162, No. 26. 


Tue patient was et. 33 and had one child 11 years old. She called 
at Dr. Morrison’s office, bringing with her a ruptured ovum and 
some clots, the result of a miscarriage the previous day. Physical 
examination revealed a uterus the size of an orange; on the right 
side an ovoid mass half this size was felt, directly continuous with 
the uterus and diagnosed as a fibroid or pyosalpinx. Contrary to 
advice the patient went away to the country next day. Fifteen days 
later she returned complaining of fever chill and a foul-smelling 
discharge for the last few days. Next day Dr. Morrison curetted the 
uterus, removing some clots and shreds of decidua and then irrigat- 
ing with potassium permanganate. Two hours later the patient had 
a severe chill, the temperature rose to 105°F. and pulse 100. This was 
accompanied by an intense agonising pain on the right side of the 
pelvis which was so severe that there was great difficulty in keeping 
the patient in bed. 

This state of things continued for three days, the temperature 
varying between 102° and 105°F., and the paroxysms of pain so 
severe that the patient had to be placed under the influence of 
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morphia. Dr. Morrison at first was inclined to think that he had 
perforated the uterus and that septic peritonitis had supervened. 
However, in the interval of the paroxysms she appeared so much 
better, the pulse felt so good, and for other reasons that he put this 
out of court. Extra-uterine gestation was excluded and the case 
was thought to be one of an acute exacerbation of an old pyosalpinx. 

On the morning of the fourth day a second foetus was expelled 
from the vagina accompanied by profuse bleeding, disappearance of 
pain, and the swelling on examination was found to be much 
diminished. As no placenta appeared the patient was anesthetised 
and a digital examination of the uterus made -and this organ was 
found empty, but on the right side the examining finger passed into 
a cavity a little larger than an egg containing the placenta, as much 
of this was removed as possible, and the cavity irrigated with normal 
saline solution, which irrigation was repeated daily for five days. 
The first foetus was considered to be 8 weeks old and the second 
foetus 10 or 12 weeks. 

Dr. Morrison points out that these combined cases are very rare 
and mentions three others. 

Comyns BEerKELey. 


Double Extra-uterine Pregnancy; Simulation of that condition 
by Blood Cysts of Ovaries. 


CHANDLER (Swirnin). New York Med. Journ., August 15th, 1903. 
THESE two cases are of considerable clinical, pathological and surgical 
interest. A woman, aged 26, contracted gonorrhea at her marriage 
six years previously; pelvic pain followed and never left her. The 
period remained regular until July, 1902, in the fifth year of her 
married life. Then her pelvic pain grew very severe, symptoms of 
peritonitis set in about the middle of September, and she had, it was 
said, a “ miscarriage ” about the first week in October. On October 
30th a period occurred; it never returned. In January, 1903, the 
patient had a severe pain in the left pelvic region and fainted. 
Chandler detected two pelvic tumours, the left was the larger; he 
operated and found on the right side parts of a fetus and membranes, 
apparently representing the first impregnation in July, and it lay in 
the tube which had probably been the seat of gonorrhea. The left 
tube contained a foetus in perfect condition; it must have died very 
recently, perhaps at the beginning of the operation, which was 
followed by speedy recovery. 
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The second patient was 33 years of age. At the age of 30, a year 
after her sixth and last child was born, she had an attack of 
gonorrhea; the sixth labour had been followed by pelvic pain. 
Symptoms of peritonitis occurred when the gonorrhea had existed 
for a few weeks, the period was then three weeks overdue. A week 
later uterine hemorrhage set in, and was taken for miscarriage. 
Recovery was very slow, and pelvic pains persisted. Two years later 
a similar attack came on, ending with uterine hemorrhage, taken 
for miscarriage. Discharge and pain persisted, with irregular 
menstruation. Chandler detected a tumour of the size of a large 
peach in the left fornix and a larger swelling on the opposite side. 
The tumours were removed, and were examined by Springer, 
Pathologist to the Presbyterian Hospital, Philadelphia. They 
proved to be blood-cysts of both ovaries, such as are seen in chronic 


pelvic inflammation. The patient recovered. 
ALBAN Doran. 


The Inclusion of Portions of Omentum in the Uterine Cavity 
after Perforation with the Curette, with Remarks on the 
Avoidance and Treatment of Curette Perforations. 


Kistner. Monats. fiir Geburts. und Gynik. Band xviii., Heft. 2. 


Tue author quotes two cases in which prolon~ed and irregular bleed- 
ing occurred after curettage of the uterus; in the first case the 
operation had been performed two years previously and had been 
followed by inflammatory symptoms necessitating prolonged rest 
in bed. In the second case the operation had been performed five 
months previously along with vaginal fixation. In both cases, as 
the bleeding persisted, vaginal hysterectomy was performed. Both 
uteri were found adherent to the omentum, and on section each was 
found to contain a grape-like piece of omentum protruding into the 
cavity. This piece of omentum could be traced through the uterine 
fundus and was found io be directly continuous in each case with 
the omental adhesion above mentioned. In the second case a 
preliminary curettage revealed large fat cells in the microscope 
preparations, and in the light of the first case the diagnosis of a 
previous perforation and omental imbedding was made. 

In most women the omentum hangs into the pelvic inlet and 
touches the posterior surface of the uterus, so, if the curette 
perforates the fundus, the omentum is the first structure met with. 
The omentum, by its peculiar structure, easily entangles itself in 
the bite of the curette, and so, when this is withdrawn, the omentum 
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is pulled through the perforation into the uterus. No doubt part 
is torn away and is not noticed, but also a part may remain behind 
imbedded in the uterus. The danger of perforation depends less on 
the form of the curette than on the method of operating, although 
doubtless a hooked curette will perforate the uterus more readily. 
If the operation is performed by Martin’s method with Roux’ 
currette by means of twisting movements from above downwards 
perforation seems almost impossible. Where the curette is simply 
drawn from above downwards the strong outward pressure used 
makes perforation more easy. There are two essentials for the safe 
performance of the operation, one that the uterus should be 
sufficiently dilated to allow the curette to be easily pushed to the 
fundus, the other that the exact length of the uterine canal should 
be known beforehand. These precautions must be all the more care- 
fully adopted in easily wounded uteri, such as one finds after 
abortion or in carcinoma of the body of the organ. The curette 
should be reserved for cases in which only remnants of conception 
products are present, the finger being the best instrument when the 
uterus is large and soft, and still contains the great part of the ovum 
and decidua. Where carcinoma is suspected the curette must be 
only used to remove small pieces for diagnostic purposes, and no 
such thorough scraping must be employed as is usual in cases of 
chronic endometritis. Again, where curettage has been previously 
performed, great care is necessary, because it sometimes happens 
that the uterine wall has been deeply scraped producing a wound in 
the muscle; if another similar operation is undertaken the curette 
may easily perforate such a previously thinned portion of the wall. 
The author considers narcosis a matter of small importance for this 
small operation, always bearing in mind the influence of chloroform 
narcosis on uterine contractions in aborting or post puerperal uteri. 
No doubt there are many cases on record in which perforation by the 
curette or sound has produced no lasting ill effects. Considering the 
two above-mentioned cases curette perforations may be deemed more 
dangerous than those caused by the sound. The relative danger of 
perforation depends on the presence or absence of bacteria on the 
perforating instrument. The author recommends that, if perfora- 
tion should occur during the operation, immediate hysterectomy 
should be performed if the case is one of carcinoma, but in other 
cases anterior colpotomy and suture of the wound in the uterus after 
washing out any blood from the peritoneal cavity. 

Tuos. G. STEVENS. 
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Obituary. 


JOSEPH GRIFFITHS SWAYNE. 


JoserpH GrirFItHs SWAYNE was born on October 18th, 1819, and was 
the second son of Mr. John Champney Swayne, Senior Consulting 
Accoucheur to the Bristol Lying-in Institution and Lecturer on 
Midwifery at the Bristol Medical School, and grandson of the 
Rev. George Swayne, Vicar of Puckle Church, Gloucestershire. His 
mother was the daughter of Dr. Thomas Griffiths, at that time a 
leading physician in Bristol. 

On leaving school he was apprenticed to his father, and was 
also entered (1837) as a pupil at the Bristol Medical School and 
Royal Infirmary, at the latter as the pupil of Mr. Richard Lowe, 
one of the Honorary Surgeons. He entered the then newly formed 
University of London, and, on passing the Intermediate Examina- 
tion in Medicine, obtained honours in Anatomy and Physiology, 
being among the first three in those combined subjects. 

At the completion of his term in Bristol he entered at Guy's 
Hospital, and in 1841 obtained the diplomas of M.R.C.S. and L.S.A., 
he also worked in Paris, and in 1843 graduated M.B. in the 
University of London, gaining the gold medal in Obstetric Medicine 
being equal for the gold medal in Medicine with Sir Alfred Baring 
Garrod and obtaining first-class honours in Surgery. He graduate: 
M.D. in 1845. For a few years he practised in partnership with his 
father, and Mr. S. H. Swayne, his younger brother. For a short 
time he was Demonstrator and then Lecturer on Anatomy at the 
Bristol Medical School, and in 1845 succeeded his father as Lecturer 
on Midwifery, which post he held until 1895. 

A fact not generally known is that he was engaged for som 
time on a Manual of Anatomy, the illustrations for which he etched 
on copper from his own dissections. The publication of his work 
was, however, forestalled by Ellis’s dissections, and as, owing 
the liberality with which it was illustrated, his own work would 
only have been produced at a much higher price, he never completed 

In 1848 he worked vigorously during the cholera epidemic then 
raging in Bristol in endeavouring to discover the primary cause of the 
lisease, and described a micro-organism which was believed by many 
Mr. Francis Fowler, in an article in the British Medical Journa 
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among the number) to have anticipated Koch’s discovery of the 
comma bacillus. He did not, however, himself claim that the 
micro-organism he described was the primary cause, but noted its 
constant appearance in the dejecta of true cholera cases, and also 
in water in places where the epidemic was severe. In the pursuit 
of this research, on the subsidence of the Bristol outbreak, he pro- 
ceeded to Bridgwater, and while there he himself contracted the 
disease but fortunately in a mild form. 

In 1856 he brought out “Obstetric Aphorisms for the use of 
Students,” a work which attained very rapidly wide popularity, and 
for four decades held the field as a practical text-book for students 
of midwifery. It was translated into several European and two 
Oriental languages, and reached its twentieth edition in 1894. 

His association with his father led to his adoption of midwifery 
as a speciality, and in 1853 he was appointed Physician Accoucheur 
to the Bristol General Hospital. This was, we believe, the first 
appointment of the kind made outside the metropolis. His early 
success, however, was but small, a usual result of the labours of 
pioneers, added to which his health, undermined by an attack of 
enteric fever, broke down, and he temporarily lost his eyesight. So 
in order to regain his health, he took, in 1858, the long sea voyage 
to New Zealand, and returned after the lapse of a year with restored 
health and to find himself at the commencement of a long career 
of success. He was singularly fortunate in practice. We have 
heard him say that since his student days, when dissection, 
post-mortem work, and practical midwifery were carried on 
simultaneously, he had never lost a case. Although Semmelweiss 
had not yet given the result of his observations to the world, the 
period alluded to being before 1843, Dr. Swayne suspected that this 
practice had some causal relation to the high mortality from septic 
infection after labour, and very early in his career took care not 
to allow these incompatible pursuits to clash, and always attributed 
his personal immunity from the evil results of this pernicious 
practice to the fact that he was always very careful about washing 
his hands. We have also heard him remark that it was not a good 
practice for either surgeons or accoucheurs to wear either their 
beards or hair long, as he had observed that septic poisoning was 
more common in the patients of those who did so. As we might 
expect from the foregoing, when the application of Lister’s 
discoveries to midwifery was advocated, he at once, although an old 
man, adopted the antiseptic technique, which, although looked 
upon by many as a fad, in reality simply involved the further 
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application of ideas of his own deduced from practical observation; 
this he did the more readily owing to his complete absence of bias 
in favour of old methods simply on the grounds of their antiquity. 
The same absence of bias led to his continued use of old methods, 
the utility of which his own observation confirmed. For example, 
venesection, which in his youth was freely practised, went out of 
fashion, but he never ceased his advocacy of it in cases of eclampsia, 
and he lived long enough to see the practice again one of the 
recognised methods of treatment in this affection. 

His lectures were always well thought out, clear, scholarly and 
not overweighted with conflicting evidence; he was always able to 
realise the difficulties of the students, and he impressed points of 
practical importance on their memory by illustrations drawn from 
his own enormous experience. He resigned the post of Professor 
of Midwifery in University College, to which he was appointed on 
the amalgamation of the College and the Bristol Medical School, 
in 1895. 

He was a Fellow and Past Vice-President of the Obstetrical 
Society of London, a Fellow of the British Gynecological Society 
and also of the Gynecological Society of Boston, U.S.A. He was 
President of the Section of Obstetrics and Gynecology at the Annual 
Meeting of the British Medical Association in 1894. 

In his private life he was a man of great simplicity and simple- 
ness of mind; his personal habits were most abstemious; he was 
practically a teetotaller, although well able to appreciate good wine; 
and until he was over eighty years old never took more than two 
meals a day. He was an exceptionally early riser, being seldom 
in bed after five a.m. in summer and six a.m. in winter. His 
temperate habits no doubt largely contributed to his powerful 
constitution and prolonged physical powers. Until quite late in life 
he was a good boxer and a great walker, while he kept up gymnastic 
exercises until he was over seventy. In his youth he was an 
exceptionally good all round athlete, a good horseman and rifle shot, 
pulled a good oar, and was a powerful swimmer. 
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REVIEWS OF RECENT BOOKS. 


CurricuLum Vitz. Dott. F. La Torre. Pp. 276; with 68 illustrations in 
the text. Rome: Albrighi, Segati, and Co., 1903. Price 10 lire. 


It would appear from the preface to the above work that by a new 
regulation of the Royal University of Rome every candidate for a 
Professorship must furnish an account of his scientific attainments, 
specifying his qualifications and honorary degrees, and stating in detail 
the contributions he has made to the subject which he has specially studied, 
and the results which have flowed therefrom. Dr. Felice La Torre has 
read this regulation in its widest sense, and has published a work about 
himself, in which he gives an account of his scientific training, of the 
various posts which he has held, and of the part he has played in Italian 
and in international obstetrics and gynecology; he has reprinted all the 
articles which he has published at one time or another during the past 
sixteen years, with their illustrations, and has summarised the results 
obtained from them. His portrait faces the title-page, and the work is 
dedicated to his wife, his children, and his mother. As he himself admits, 
the result can be only a one-sided view of his curriculum vite; but, 
whatever may have been the occasion of the publication of the book, many 
readers will be glad to have Dr. La Torre’s numerous articles and papers 
thus brought together, and will join with the reviewer in hoping that the 
author may be long spared to add further to the literature of obstetrics 
and gynecology. 

Being of the nature that it is, the book does not call for critical 
comment. It goes without saying that the reprinted articles are not all of 
the same merit or practical value, but they have all been published already 
in various journals, and have thus been before the medical public for some 
time. Among the earlier ones we may perhaps specially mention those 
dealing with the development of the foetus in cases of flat pelvis, and with 
the influence of the father in determining the size and weight of the 
infant; while of the latter ones, those treating of Walcher’s position, of 
electricity in gynecology, of posterior colpotomy, and of the best method 
of closing the abdomen may be named as of more than passing interest. 


Tue Liverpoot Meprico-CuirurcicaL JourNnaL, No. 44, June, 1903. 


This volume comprises the proceedings of the Liverpool Medical 
Institution, together with some original articles and reviews. Twenty-six 
papers were read, including one on Cesarean Section in a Rachitic Dwarf, 
by J. E. Burton, another on Repeated Cesarean Section, by Dr. Arthur J. 
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Wallace. Dr. E. T. Davies reported a case of Stone in the Female Bladder. 

Among the specimens shown were sections of Deciduoma Malignum and 
the Appendages from a case of Primary Amenorrhea, by Mr. Hawkins- 
Ambler ; Deciduoma Malignum with Secondary Growths on the Lungs, by 
Dr. Nathan Raw. 

Dr. Wallace discusses repeated Cesarean section fully in a paper of 
20 pages, points out the great diversity of opinion among recognised 
authorities, and comes to the following conclusions, after an analysis of 
62 cases :— 

1. That the mortality of the repeated operation is 6°45 per cent. 

2. The fertility of women recovering is not impaired. 

3. In three-fourths of the patients more or less extensive adhesions are 
found at subsequent Cesarean section. 

4, All Cesarean sections should be performed with a view to ulterior 
pregnancy. 

5. This can be done by the adoption of means to ensure complete utero- 
parietal adhesion. 

(Dr. Wallace’s own cases were reported in the December number of this 
JouRNAL, 1902.) 

Dr. Davies points out the rarity of stone (having no foreign body for 
a nucleus) in the female bladder. This was the only case he had met with 
in a gynecological practice of 24 years. Professor Rushton Parker had 
only had two cases in 30 years, and Mr. Freyer states that out of a total of 
1,047, British and Indian, treated by him, stone in the female bladder did 
not exceed 2°5 per cent. This rarity is due to the shortness and dilate- 
ability of the urethra, the absence of a prostate and the rare occurrence 
of stricture. Dr. Davies’ patient was married, 29 years old, and had 
misplaced kidneys. On vaginal examination a hard mass was discovered 
in the vesico-uterine pouch. The stone being too bulky to deliver per 
urethram, Dr. Davies removed it by vaginal lithotomy, with a perfect result. 
Before removal of the stone she had been sterile (married two years) ; after 
removal she became pregnant. 


Festscurirt, Depicatep to Orro Enastr6m oN THE CELEBRATION oF His 
FirtietH Birtupay. By former and present Assistants and Pupils. 
Berlin: Karger, 1903. 


This important volume, of 604 pages, contains the following series of 
articles; as most of them will be summarised in the section of Current 
Literature, detailed notice in this place is unnecessary. These articles 
form a worthy tribute to our distinguished Scandinavian confrére, and 
reflect the greatest credit also upon his assistants and pupils :— 


1. On Appendicitis during Pregnancy, Labour and the Puerperium. 
0. A. Boije. 


2. Six cases of Cesarean Section, with remarks on the relative merits 
of Sanger’s and Porro’s operations. Elis Essen-Moller. 

3. On Total Extirpation of the Uterus and Resection of the Vagina 
for severe cases of prolapse in old women. Hugo Forssell. 
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4. On Operative Measures for the fixation of movable Kidneys. 
Experimental and clinical studies by Rob. Elmgren. 


5. A case of Atresia of the Vagina of Puerperal Origin. 


Hanna 
Christa-Nilsson. 


6. A Contribution on the question of the making use of the Omentum 
in Abdominal Surgery. Albert Sundholm. 


7. Three cases of Pregnancy with Marked Hypertrophy of the Cervix 
Uteri. Edwin Hanson. 


8. On Carcinoma of the Clitoris. Geo. Bjorkqvist. 


9. Two cases of Emphysema of the Abdominal Wall following 
Laparotomy. Ossian Helska. 


10. Two more cases of Angeioma of the Urethra. Walter Sipila. 


11. On the Diagnosis of Proesenile Atrophy of the Female Genitalia. 
Walter Parviainen. 


12. On the Pathology of the Corporeal Endometrium. Reguel Léfqvist. 
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INDEX OBSTETRICUS. 


A.—OBSTETRICS. 
I—PREGNANCY—ANATOMY, PHYSIOLOGY, PATHOLOGY. 


AccipENTAL Hamorruace. Retro-placental hemorrhage at the 5th month, 
induction of labour. 


Lor. Bulletin de la Soc. dObstét. de Paris, 1903, No. 5. 
AUTO-INTOXICATIONS of Pregnancy ; treatment by Thyroid Extract. 
Nicnotson (H. Oxipuant). Scott. Med. and Surg. Journal, March, 
1903. 
Boop, Biochemistry of Foetal and Maternal. 
Ratner (G.). Archiv. di Ostet. e. Ginecol., June, p. 341. 
Cuorronic ViLui1, hitherto undescribed Cellular Elements in. 
Horsaver. Wien. Klin. Wochenschr., July 23, 1903. 
Decipva, development of, in Cervix. 
Voix. Archw fiir Gyndk., 1903. Bd. 69, Ht. iii., p. 681. 
Decipua, formation of, in phosphorus poisoning. 
Hitscumann and Linpentuau. Archiv fiir Gyndk., 1903. Bd. 69. 
Heft iii., p. 580. 
Decipua, Hematoma Tuberosa of. 
Costa (R.). Annali di Ostet. e. Ginecol., July and August, p. 602. 
Decipua ReFLexa. Arrangement of the decidua reflexa in a twin 


(bivitelline). Pregnancy terminated by abortion. 
CatHaLa. Bulletin de Soc. d’Obstét. de Paris, 1903, No. 5. 


Eciampsia, The Kidneys in. 
Bar (Pauu). L’Obstétrique, May, 1903. 

Ecrampsia. Reply to Albert’s remarks on Miiller’s paper. 

Miuusr. Archiv fiir Gyndk., 1903. Bd. 69, Ht. ii., p. 440. 
Ectampsta. Two fatal cases with separation of the normally situated 

placenta. 

Leitz. Archiv fiir Gyndk, 1903. Bd. 69, Ht. i., p. 71. 
Ecuampsra, Pugrperat. Treatment of. 

Hypss (B. M.).  Jnterstate Medical Journal, June, 1903. 
Eciampsia, PuprPerat. Symptoms and differential diagnosis. 

Ritter (C. A.). Interstate Medical Journal, June, 1903. 
Eciamesta, PusrPerat. Etiology and Pathology. 

Myer (Max W.). Interstate Medical Journal, June, 1903. 
Eciampsra, immediate delivery best treatment for. 

Bum. Miinchen. Med. Wochenschr., May 26, 1903. 
Eciampsta, Vaginal Cesarean Section for. 

Sart. Deutsch. Med. Wochensch., July 23. 
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GancLiA, the abdominal sympathetic in the castrated and pregnant bitch. 
De Paoto and VaraLpo. Archiv. Ital. di Ginecologia, April, p. 92. 
GENERAL ParaLysis and Pregnancy. 
SougHanorr (Serce). Revue de Médecine, July, 1903, No. 7, p. 554. 
H#MoOGLoBINURIA of Pregnancy. 
Braver (L.). Miinchener Med. Wochenschrift, 1902, No. 20. 
Hzmociosinvuria of Pregnancy. 
MeInHoLD. Miinch. Med. Wochenschrift, 1903, No. 4. 
HERPES OF PREGNANCY. 
CaLttomen. Deutsch. Med. Wochenschr., August 13. 
HypatipiForM Mo gz, on the question of ovarian changes in. 
Pick (L.). Zett. fiir Gyndk., August 22, 1903, No. 34. 
Hyperemesis and Carprac Drsgasz, on indications for induction of 
labour in. 
Tuszkat. Berl. Klin. Wochenschr., August 31. 
IcTERus in Pregnancy. 
Braver (L.). Zentral. fiir Gyndk., 1903, No. 26. 
IcrERus, recurrent in pregnancy, etiology of. 
Scuarrer. Monatsch. f. Geburts. und Gyndk. Bad. xv., p. 897. 
Tue Kinney in Pregnancy. 
Stewart (R. W.). Amer. Journ. Obstet., August, 1903. 
Mo.ar Precnancy, relation to auto-intoxication of pregnancy. 
Fizux. Rev. Prat. dObstét. et de Padiat, July, 1903. 
MOLES, contribution to the problem of. 
Franki. Wien. Medicin. Presse, May 31 and others. 
Piacenta, white infarcts of. 
HitscHMANN and LinpEnTHAL. Archiv fiir Gyndk., 1903. Bd. 69, 
Ht. iii., p. 587. 
PLacentTA, the so-called white infarction of. 
ScuicKe.e (G.). Zentral. fiir Gyndk., Sept. 12, 1903, No. 37. 
PLacEeNTA, of mammals and man, on syncytium, plasmodia and symplasma 
in the. 
Bonnet. Monats. fiir Geburts. u Gyndk. Bd. xviii., Ht. 1. 
PLACENTA OF THE Raspit. Observations on the, with special reference 
to the presence of glycogen, fat and iron. 
CuapMan (W. W.). “Studies from Royal Victoria Hospital, 
Montreal,” Vol. i., No. 4. 
PLACENTAL SYPHILIS, the question of. 
HirscuMann and Voix. Ween. Klin, Wochenschr., July 9, 1903. 
Pregnancy, Biochemistry of. 
Opitz. Deutsch, Med. Wochenschr., August 20, 1903. 
PLACENTA, specific serum for human (third communication). 
LirepmMann. Deutsch. Med. Wochenschr., May 28, 1903. 


PLacenta, total separation of, in a pregnant woman with nephritis. 
PestaLozza (E.). Bolletino della Soc. Toscana di Ost. e. Ginecol., 
February, 1903, p. 27. 


PLAcENTA, toxicity of. 
Capaupi (A.). Archiv. di Ost. e Ginecol., July, 1903, p. 407. 
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PNEUMONIA IN Preanancy. The agglutinating power of the maternal and 
foetal blood. 

Santi. Bollet. della Soc. Tose. di Ost. e. Ginecol., February, p. 36. 

PREGNANCY, mature, in an imperforate Uterus Bicornis Unicollis, with 
contribution to the diagnosis of the same. 

FRAENKEL. Monats. fiir Geburts. u.Gyndk. Bd. xviii., H. 2. 
Synoytium, the normal structure of. 

Feuuner (0. 0.). Zentral. fiir Gyndk., Aug. 1, 1903, No. 31. 
SYNCYTIOLYsIS AND HaMOLyYsIs. 

Scuouten and Veit. Zeitts. f. Geburts. und Gyndk. Bd. 49, Ht. 2. 
TETANIA STRUMIPRIVA in a pregnant woman. 

Dienst (A.). Zentral. fiir Gyndk., July 18, 1903, No. 29. 
Toxa2 1a or Precnancy, effects of, upon the Cardio-Vascular System. 

Norris (R. C.). Amer. Journ. of Obstet., July, 1903. 
Twin Pregnancy, monochorial and monamniotic. 

Aurigri (E.). <Annalt. di Ost. e. Ginecol., April-May, p. 280. 
Twins, statistics and diagnosis. 

Sexcert. Zevts. f. Geburts. und Gyndk. Bd. 49, Ht. 2. 
Urine CuHancgs in Pregnancy and Puerperal Eclampsia. 

Wurtyey (E. §.) and Cuapp (C. A.). American Gynecology, Aug., 1903. 
VomMITING OF PREGNANCY, uncontrollable, enteric fever, artificial abortion. 

Remy and Scusevine. Bulletin de Soc. d@Obstét. de Paris, 1903, No. 5. 
VoMITING OF PREGNANCY, with a new intoxication theory of its causation. 
Beum. Archiv. fiir Gyndk., 1903. Bd. 69, Ht. ii., p. 410. 





II.—LABOUR, INCLUDING OBSTETRIC OPERATIONS. 


AccoUCHEMENT Force. 


1. Manual Dilatation—Bag Dilatation. 
Dickinson (R. L.). 
2. Abdominal and Vaginal Section as a means of accomplishing 
Accouchement Forcé. 
WEBSTER (J. CLARENCE). 
3. Cervical Incision in Labour. 
Hoimgs (W. R.). 
4. The Bossi Dilator ; its place in Accouchement Forcé 
De Les (J. B.). Amer. Journ. of Obstet., July, 1903. 
Action or Uterus during labour. 
SotHoron (ELMER). Amer, Journ. of Obstet., August, 1903. 
ADHERENT PLaceEnTA, a case of, with rupture of the uterus, etc., ete. 
ScHWENDENER. Monats. fiir Geburts. u. Gyndk. Bd. xviii., H. 3. 
Banpi’s Rive, a cause of dystocia in breech presentations. 
DE Boris. La Semaine Médicale, May 20th. 
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Bioop Pressure, causes of rise of, during labour. 

Scureper. Monats. fiir Geburts. und Gyndk. Band xvii., Ht. 5. 
C#SAREAN Section—Five Cesarean Operations. 

BrinpEavu. Bulletin de Soc. d’Obstét. de Paris, No. 5, 1903. 
CSAREAN SECTION, vaginal. 

Sruon. Miinchen. Medicin, Wochenschr., May 26, 1903. 
CsSAREAN Section. A case of repeated fundal section. 

Fiatav. Zentral. fiir Gyndkol., No. 29, 1903. 
DirFicuLt Laspour: Coincidence of tumour of pelvis and cicatricial con- 

traction of external os. 

Haacen. Deuts. Med. Wochenschr., July 16. 
Ditatation, rapid, of Cervix Uteri by Bonnaire’s method. 

Mevrer. Monats. fiir Geburts. u. Gyndk. Band xvii., Hft. 6. 
DiLatatTion by method of Bossi. 

Mayer (L.). Archiv. Ital. di Ginecol., April, p. 98. 
DiLatTation by method of Bossi. 

Bossi (L.). Archiv. di Ostet. e. Ginecologia, May, p. 257. 
DitaTaTion oF Cervix, rapid, by Bossi’s method. 

CristoroLetti. Ween. Klin. Wochenschr., July 9. 
Dixtator, still more about Bossi’s. 

Diurssen. Archiv fiir Gynék., 1903. Bd. 69, Ht. 1, p. 215. 
Forceps Operations (high). Descriptions of two cases. 

v. WenczeL (Tu.). Zentral. fiir Gyndk., Aug. 15, 1903, No. 33. 
Forceps Operations in the Clinik Chrobak during last 10 years. 

Sacus. Wen. Klin. Wochenschr., June 18th. 
FRACTURE OF THE CLAVICLE in head presentations. 

Muns (N.). Zentral. f. Gynik., June 6, 1903. 
Ha morruace following labour in bicornuate uterus. 

Carertna. Archiv. di Ost. e. Ginecol., May, p. 272. 
HEBotoMy, with permanent enlargement of the pelvis. 

Van ve VeLpg. Wien. Klin. Wochenschr., July 16. 
Labour with Larce CHILpREN. 

ertincsHaus. Volkmann's Sammi. klin. Vortrdge, No. 358. 
LACERATIONS, penetrating tears of soft parts intrapartus. 

Purren (E.). Zentral. fiir Gyndk., Aug. 29, 1903, No. 35. 
MecuanisM of Normal Labour. 

Deme.in. L’Obstétrique, May, 1903. 
Petvic Derormiry, diagnosis and treatment of medium degrees of. 

Munro Kerr (J. M.). Amer. Journ. of Obstet., July, 1903. 
PeLvic PrESENTATION, disadvantage of. 

Franz (K.). Zentral. fiir Gyndk., August 8th, 1903, No. 32. 
PELvis, CONTRACTED, management of labour in cases of, 

Wotrr. Archiv fiir Gyndk., 1903. Bd. 69, Ht. 2, p. 249. 
PERFORATOR, a new cranial. 

Triponpant (E.). Annal. di Ost. e. Ginecol., April, p. 291. 
PERFORATOR, a new form of. 

Triponpant (E.). Zentral. fiir Gyndk., 1903, No. 26. 
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PeRINEAL LACERATION, prevention of. 
BupBERG-BONNINGHAUSEN. Zentral. f. Gyndk., June 13, 1903. 
PLaceNnTA, ADHERENT, a contribution to the histological study of. 
Epuem (Iprauim). Bidlet. de la Soc. d’Obstét, de Paris, 1903, No. 5. 
PLaceNnTA Pravia, Bossi’s treatment of. 
De Paou. Archw fiir Gyndk., 1903. Bd. 69, Ht. 1, p. 12. 
PLaceNnTA Pravia, treatment of. 
CanvELA (Pror.). Archiv. Ital. di Ginecol., June, p. 145. 
PLAceNTA PRa&vVIA. 
Moran (J. F.). Amer. Journ. of Obstet., July, 1903. 
PLaceNtTA Prawvia. Premature detachment of a placenta which had become 
previa by slipping (glissement). 
Dusrisay (Louris). Bulletin de Soc, dObstét. de Paris, 1903, No. 5. 
Piacenta PRa&vIA. 
Nose. Zettschr. f. Heilkunde. Bd. xxiv., ht. 6. 
PLaceNTA Pravia, contribution to treatment of. 
Hammer. Miinch. Med. Wochenschr., Sept. 1. 
Post-PARTUM HaMmorruaGe. On Henkel’s method of clamping of the 
uterine arteries. : 
Laspuarpt. Zentral. fiir Gyndk., 1903, No. 28. 
Post-partuM Hamorruace, Henkel’s ligature of the uterine arteries, for. 
Dienst (A.). Zentral. fiir Gyndkol., July 11, 1903, No. 28. 
Pusrotomy, by Gigli’s method, a contribution to. 
Baum. Monats. fiir Geburts. und Gyndk. Bd. xvii., Hft. 5. 
Pusiotomy, after Baumm’s method. 
Giett. Monats. fiir Geburts u. Gynék. Bd. xviii., H. 2. 
Rupture or Urerus, an unusual case, with especial reference to the 
mechanism of rupture. 
Knaver. Monats. fiir Geburts u. Gyndk. Band xvii., Ht. 6. 
Rupturep UTERUS, a case of. 
Vance (W. B.). Austral. Medical Gazette, Jan. 20, 1903. 
SympHysioromy. In what circumstances is it indicated, and what should 
be its technique? 
Coca (V.). Bulletin de la Soc. Belge de Gynécol. et d’Obstét. Tome 
xiv., No. 1. 
Vaaitus UTERINUuS, a case of. 
Braung. Miinchen. Medicin. Wochenschr., May 26, 1903. 


III.—PUERPERIUM. 


ARTHRITIS in the course of the puerperium. 
Lop (P. A.). Gazette des Hépitauz, August 27, 1903, p. 977. 


Enpomerritis, tubercular in the puerperium. 
Cova. Bolletino della Soc. Toscana di Ost, e. Ginecol., February, 
p. 28. 
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HYSTERECTOMY in puerperal infection. 

Dotiris. La Gynécologie, April, 1903. 
InrecTion Puerperal, on treatment of. 

RosenstEin. Monats. fiir Geburts. u. Gyndk. Bd. xviii., Ht. 3, 
INFECTION, puerperal radical operation for. 

Ascu. Monats. fiir Geburts. u. Gynék. Bd. xviii., Ht. 3. 
INFECTIONS, puerperal, new attempts in the treatment of. 

Benneckg. Monats. fiir Geburts. u. Gyndk. Bd. xviii., Ht. 1. 
Mammary GLANps, secreting powers of, and the indications and contra- 

indications for suckling. 

ScutossmMann. MJonats. fiir Geburts. u. Gyndk. Bd. xvii., Heft 6. 
Pernicious Anzm1A following parturition. 

Exper and Matuew. Lancet, August 8th, 1903, p. 371. 
PHLEGMASIA ALBA Do ens and its treatment. 

Stowg (H. M.). Mew York Medical Journal, August 15, 1903, p. 312. 
PUERPERAL Sepsis, the iodine treatment of. 

Pryor (W. R.). New York Medical Journal, August 23, 1903, p. 356. 
PuERPERAL FEyeERS, prophylaxis and therapeutics of. 

Feuuinc. Miinch. Med. Wochenschr., August 18, 1903. 
PuERPERAL INFECTION, indications for hysterectomy in acute. 

Pinarp. Rev. Prat. d@Obstétr. et de Padiat, May, 1903. 
PUERPERAL MAastITIS, operation for. 

Hopmann. Zentralbl. f. Chirurgie, August 1, 1903. 
PuERPERAL SEpTic#Mi14, treatment by intravenous injections of kollargol. 

RosgenstgEin. Therapeut. Monatshefte, July, 1903. 
PUERPERIUM, statistics of. 

Bucura. Archiv fiir Gyndk., 1903. Bd. 69, Ht. 2, p. 305. 
SEPSIS FOLLOWING ABORTION, vaginal incision in. 

Hunter (Ross). American Gynecology, June, 1903. 
Streptococcus infection in the puerperium. 

RrevaNpDeR. Zertsch. fiir Geburts, u. Gyndk. Bd. 49, Ht. 3. 
Urerine Mucosa, its regeneration after parturition. 

Wormser. Archiv fiir Gyndk., 1903. Bd. 69, Ht. 3, p. 449. 


IV.—FCETUS AND NEW-BORN CHILD. 


ANTE-NATAL Rigor Mortis. 
Pappock (C. E.). Amer. Journ. of Obstet., Aug., 1903. 
ANTE-NATAL LIFE. 
SrrassMann. Volkmann’s Sammi. klin. Vortrége, No. 353. 
Corp, syphilitic changes in. 
Bonpi. Archiv fiir Gyndk., 1903. Bd. 69, Heft 2, p. 223. 
Dermomw Cysts in the broad ligament and in spermatic cord and 


epididymis of the foetus and new-born child. 
Meyer (Ropert). Virchow’s Archiv. Bd. 168, Ht. 2. 
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Dovsie Monster, radiograph of a. 
Bavupouin. Gazette Médicale de Paris, July 4, 1903. 


Fora Ascites, with Dystocia. 
Warren (S. P.). Amer. Journ, of Obstet., Aug., 1903. 


Faetat Matrormations. <A case of hereditary malformation of the 
extremities. 


ALLAIRE and Le Meienev. Bulletin de Soc. d’Obstét. de Paris, 1903, 
No. 5. 


Faricipg, the medico-legal aspects of. 
Mayerizr. L’Obstétrique, May, 1903. 


Fetus, Sizz or. Observations on a very large foetus. 
Scuwas. Bulletin de Soc. d’Obstét. de Paris, 1903, No. 5. 


Fetus, Sizz oF. Excessive size of foetus. 
Tuoyer-Rozat. Bulletin de la Soc. @Obstét. de Paris, 1903, No. 5. 


Farvus, heart failure in, diagnosed in utero, etc. 
Hornung. Archw fiir Gyndk., 1903. Bd. 69, Ht. 1, p. 132. 


GENITAL Ha&/MORRHAGE in newly-born females. 

ZaPrertT. Wien. Medicin. Wochenschr., August 1. 
HERMAPHRODITISM, True. ’ 

Simon (WatteEr). Virchow’s Archiv. Bd. 172, Ht. 1. 
Human Fatus Paracepua.ovus, hemiacephalous. 

Rasavup (E.). Jowrnal del Anat. et de la Physiol., 1903. No. 1, p. 45. 
INFANTS born at term who take neither breast nor bottle. 

Lr Genpre. Rev. Prat. dObstétr. et de Pediat., July, 1903. 
INFLUENCE oF Diet In Precnancy on the weight of the offspring. 

Paton (Nozx). Lancet, July 4, 1903. 
New y-Born, apparent death of, treatment of. 

DevestrE. Rev. Prat. dObstét. et de Paediat., July, 1903. 
NewLy-Bory, causes of death in, at labour and immediately after (medico- 

legal). 

Horaerer. Miinch. Med. Wochenschr., September 1. 
New.ty-Born, diseases of. 

Monti. Weener Klinik, July, 1903, supplement heft. 
New y-Borw, large size of, and Partus Serotinus. 

Fucus. Miinch. Med. Wochenschr, Aug. 18, and others. 
Newty-Born, pseudo-syphilitic paralysis in. 

Broca. Rev Prat. dObstétr. et de Pediat., June, 1903. 
Newty-Born, sources of infection in. 

Keim. Gazette des Hépitauz, May 23. 
Newty-Boryn, umbilical infection in. 

Lecterc. Rev. Prat. @Obstétr. et de Pediat., June, 1903. 
New-Bory, statistics on the health of 1,000. 

Hirscut. Archiv fiir Gyndk., 1903. Bd. 69, ht. iii., p. 702. 


PREMATURE AND FgxsieE Inrants, nursing and feeding of, during first days 
of life. 
Potano. Miinch. Med. Wochenschr., September 1. 


SKULL, impressions in, of newly-born. 
Welt. Deutsche Med. Wochenschr., July 2. 
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SMALL-Pox in the foetus. 
Waryer (AtuaNn). Lancet, July 11, 1903. 


B.—GYNCOLOGY. 
I—OVARIES AND FALLOPIAN TUBES. 


ApENoMA, OvarraN, etiology of. 
Wattuarp. Zeit. f. Geburts. und Gyndk. Bd. 49, Ht. 2. 
ADNEXA, experiences in the treatment of suppurative affections of. 
June. Archiv fiir Gyndék, 1903. Bd. 69, Ht. 1, p. 173. 
ADNEXA, INFLAMMATORY AFFECTIONS OF, conservative and operative 
treatment of. 
Haim. Ween. Med. Presse, July 26, and others. 
APPENDAGES, lesions of the, conservative surgery of. 
Trevs. American Gynecology, May, 1903. 
Castration, for functional ovaries in rudimentary development of the 
Millerian ducts. 
Grapenwitz. Monats, fiir Geburts. and Gyndk. Bd. xvii., Heft 5. 
CASTRATION, influence of, on blood count in female animals. 
Brever and v. Semuter. Wien. Klin. Wochenschr., July 23. 
Dermorp Cyst, intra-ligamentous. 
G. Cozn. Annali di Ost. e. Ginecol, July and August, p. 560. 
FatLopian Tunes, the histology of, and the uterine decidua in the early 
stages of extra-uterine gestation. 
Poxiti (G.). Archiv. di. Ost. e. Ginecol., April, 1903, p. 202. 
FoiiicvuLoma Ovarit MALicNum. 
GottscHaLk. Zentral. f. Gyndk., 1903, No. 24, p. 736. 
H&2MATOSALPINX IN GYNATRESIA. 
Rauscuger. Zeitsch. fiir Geburts. u. Gynik. Bd. 49, Ht. 3. 
Ovanigs, changes in, accompanying syncytial tumours and hydatid moles. 
Ronee. Archw fiir Gyndk., 1903. Bd. 69, Ht. 1, p. 23. 
OvarioToMy in pregnancy, the question of. 
GraFre. Miinch. Med. Wochenschr., July 14, 1903. 
SaLPINGO-O6PHORECTOMY. 
Picuevin. La Gynécologie, June, 1903. 
SaLpHinco-OépHorectomy, plea for the removal of minimum amount of 
broad ligament in. 
Boviéz (J. Wester). American Gynecology, June, 1903. 
SALPINGOPEXY. 
Faurg. La Gynécologie, April, 1903. 
SmaLu Cysts frequently found in the peritoneum covering the Fallopian 
tubes, nature of. 
Dickson (T. G.). Amer. Jour. of Obstet., July, 1903. 
Struma Ovarit CouiorpEs. 
Meyer (Ropert). Zentr. f. Gyndk., 1903, No. 24, p. 736. 
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Struma Ovari CoLLoIpEs. 
Merger. Virchow’s Archiv. Bd. 173, Ht. 3. 
TeRATOMA OvaRIAN composed of thyroid substance. 
GLockngr (A.). Zentr. fiir Gyndk., 1903, No. 26. 
Tuso-OvariAN VARICOCELE, contribution to the study of. 
Micuex (G.) and Bicnat (H.). Archives Générales de Médecine, June 
9, 1903, p. 1,419. 


II.—_UTERUS, INCLUDING DISORDERS OF MENSTRUATION. 


ADENOMATOUS GrowTHs of Uterine and Tubal Mucosa. 

Meyer (Ropert). Virchow’s Archiv. Band 172, Heft 3. 
ApENomyroma of the Uterus. 

Fitu. Zentral. f. Gynik., May 23, 1903. 
ApDENOMyoMA of Uterus. 

Nesesky. Archiv fiir Gyndk., 1903. Bd. 69, Ht. ii., p. 339. 
AvENomyoma of the Uterus; an unknown variety. 

Meyer. Zettsch, fiir Geburts. u. Gyndk. Bd. 49, Ht. 3. 
AMENORRHG@A, varieties of, and treatment. 

Daucué (Pavt). La Gynécologie, June, 1903. 
CaNCER AND TUBERCLE, combination in uterus. 

Szdsz (H.). Klinisch-Therapeut. Wochenschrift, 1902, No. 46. 


Cancer oF THE UTErus, surgical treatment of early diagnosed. 
JANVRIN. American Gynecology, May, 1903. 


Carcinoma Cervicis, spreading of growth in parametric tissue in cases of. 
Kunprat. Archiv. fiir Gyndk., 1903. Bd. 69, Ht. ii., p. 355. 
Carcinoma of the Corpus Uteri. 
Hitscumann. Archiv fiir Gyndk., 1903. Bd. 69, Ht. iii., p. 629. 


Carcinoma of the Uterus, with observations on the theory of malignant 
tumours. 
Opitz. Zeits. f. Geburts. und Gyndk. Bd. 49, Ht. 2. 


Carcinoma or Urerus anp Vacina, radical removal by the abdominal route. 
Herpemann. Deuts. Med. Wochenschr., August 6. 


Cervico-VacinaL Fistula, causation of. 
GOLDENSTEIN (J.). Zentr. fiir Gyndk., July 4, 1903, No. 27. 


Cuor10-EpPITHELIOMA, the histogenesis of. 
Pick (L.). Zentr. fiir Gyndk., Sept. 12, 1903, No. 37. 
DecipvomMa MALiacnum, a case of. 
Nisot-Wurts. Bull, de la Soc. Belge de Gynécol. et d’Obstét. Tome 
14, No. 1, p. 2. 
Decipvoma, True (decidual hyperplasia of neoplastic appearance). 
Hocue and Briqutt. Archives de Méd. Experim, et d’ Anat. Path., 
July, 1903, p. 489. 
Enpometritis HamMorruacica, three cases of, cured by galvanic current. 
Geir. Bolletin. della Soc. Tosc. di Ost. e Ginecol., February, p. 43. 
Ursrus, Endothelioma of. 
Pepere (A.). Archiv. Italiano di Gmmecol., April, p. 65. 
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EnpotHEioma of the Cervix Uteri. 
Kircucessner. Zetts. f. Geburts. und Gyndk. Bd. 49, Ht. 2. 
EXTIRPATION OF THE Gravip Uterus in a patient nearly 56 years old. 
GreyLt. Zentral. f. Gynik., June 6, 1903. 
Fisroip, spontaneous extrusion of a gangrenous interstitial, from the 
uterus. 
Derino (Evcenia). // Progesso Medico, July 10, 1903. 
Fisroip Tumours oF THE UTERUS, treatment of. 
McLaren (A.). American Gynecology, June, 1903. 
Frsroips, Uterine, Ascites in. 
Detore and Lericut. Gazette des Hépitauc, May 28. 
Fisroip, with Cystic Kidneys, death from acute uremia after myomotomy. 
Dotéris and Aucret. La Gynécologie, April, 1903. 
FisromyoMa imbedded in the decidua, and expressed with the membranes. 
Knopp. Miinchen. Medicin. Wochensch., May 26, 1903. 
HzMAtToco.pos and HaMATOMETRA. 
Campione (F.). Archiv. di Ost. e Ginecol., June, 1903. 
HYSTERECTOMY FoR Fisroips, present position of. 
KeritH (SKENE). American Gynecology, June, 1903. 
INVERSION AND PROLAPSE OF UTERUS AND VAGINA, case of total. 
Herz. Wien. Med. Wochenschr., Aug. 29. 
INVERSION OF THE UTERUS, surgical treatment of chronic. 
Pgrerson (RuuBen). American Gynecology, June, 1903. 
Inversio UtErt, etiology of. 
Scnavura (F.). Wien. klin. Wochensch., July 9. 
Inversion oF Uterus, pathology and treatment of. 
Caruss (F.). Archw. di Ost. e Gin., July, p. 387. 
Inversio Urert Purrperatis: A case treated successfully by Kiistner’s 
Operation. 
Dienst. Zentr. fiir Gyndk., 1903, No. 28. 
Myoma, malignant, of Uterus, on (leiomyoma uteri malignum). 
Uxesko-Strocanowa. Monats. fiir Geburts. u. Gyndk. Bd. xviii., 
Hu. 3. 
Myoma Operations, experience of 140 cases. 
Czrempin. Zettsch. fiir Geburts. u. Gyndk., Bd. 49, Ht. 3. 
MYoPERITHELIOMA of the Uterus. Contribution to the malignant degenera- 
tion of uterine myoma. 
GortscHaLkK. Zettsch. fiir Geburts. u. Gyndk. Bd. 49, Ht. 3. 
Perroration of Uterus by curette, inclusion of portions of omentum after. 
Kistner. Monats. fiir Geburts. und Gyndk. Band xviii., Heft 2. 
PERFORATION OF UTERUS, with wound of bowel. 
Uuimann. Ween. klin. Wochenschr., June 11. 
Positions, abnormal, of Uterus and Vagina, discussion on 
PFANNENSTIEL. Monats. fiir Geburts. u. Gyndk. Bd. xviii., H. 2. 
RETRO-DEVIATION OF Uturus. Does injury to round ligament in herniotomy 
produce this condition? 
Goupngr (S.). Zentr. fiir Gyndk., Aug. 1, 1903, No. 31. 
RETRO-DISPLACEMENTS OF THE Uterus and their treatment. 
Baupy (J. M.). New York Medical Journal, July, 15, 1903, p. 167. 
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RETROFLEXION OF THE Uterus, choice of method of treatment. 

Winternitz. Therap. Monatshefte, August, 1903. 
RETROFLEXION, the question of. 

Buocu. Ween. Medicin. Presse, August 16, and others. 
RETROVERSION OF THE UTERUS, treatment of, in the unimpregnated state 

and during pregnancy. 

Ficurzra. La Gynécologie, June, 1903. 
Rerroversio Urerr and Appendicitis. 

Nevcesaugr. Zentr. fiir Gyndk., 1903, No. 27. 
Sarcoma, grape-like, of the cervix uteri. 

Keituer. Monats. fiir Geburts. und Gyndk. Bd. 18, Ht. 1. 
Sarcoma, grape-like, of the cervix uteri. 

Pruam. Monats. fiir Geburts. u Gyndk. Bd. 18, Ht. 2. 
Sarcoma, grape-like, of the cervix uteri in a child. 

Curtis (H. J.). Med. Press and Circular, July 15, 1903. 
Sarcoma or Uterus, three cases of. 

Eve.tt. Miinch. Med. Wochenschr., August 18th, 1903. 
TUBERCULOSIS of cervical mucous membrane. 

Meyer. Zentr. fiir Gyndk., 1903, No. 24, p. 737. 
Urero-VacinaL Section (anterior) for rigid os, with tearing of lower 

segment and parametrium. 

Riun (W.). Zentr. fiir Gyndk., August 22, 1903, No. 34. 
Uterus AND APPENDAGES, conservative operations on. 

Manton (W. P.). American Gynecology, August, 1903. 
Vaporisation oF Urzrus: A clinical and anatomical study. 

Fucus. Archiv fiir Gyndk., 1903. Bd. 69, Ht. 1, p. 100. 
VESICO-FIXATION OF UTERUS. 

Hawuey. American Gynecology, May, 1903. 
Wounps or THE UTERUS. 

OstERLOH. Miinchen. Medicin. Wochenschr., May 26th, 1903. 


III.—PELVIC PERITONEUM AND CONNECTIVE TISSUE. 


Broap LIGAMENT, intra-ligamentary cyst of. 

Ferroni (E.). <Annali di Ost. e. Ginecol., April, 1903, p. 241. 
Ha&MATOCELE, the treatment of. 

ZweiFEL. Miinch. Medicin. Wochenschr., August 25th, 1903. 
HyYpDROPERITONEUM in Pelvic Diseases. 


Barrincton (Fourness). Austral. Medical Gazette, January 20, 
1903. 


PaRAMETRITIS, histological researches on. 
Bussz. Monats. fiir Geburts. ti. Gyndk. Bd. xviii., Ht. 1. 
Pguvic InrLamMation. Pathogeny and treatment of chronic inflammation 
of the pelvic cellular tissue and peritoneum. 
Dotéris. La Gynécologie, June, 1903. 
PERITONITIS, puerperal, laparotomy. 


Brinpgau and Lucusux. Bulletin de la Soc. d'Obstét. de Paris, 1903, 
No. 5. 
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Rounp Ligament. Importance of, in operations for hernia. 
Kayser. Archiv fiir Gyndk., 1903. Bd. 69, Ht. ii., p. 431. 
Rounp Ligament Cyst. Report of a case of. 
Brotuers (A.). Amer. Jour. of Obstet., July, 1903. 
Rounp Ligament. Tumours of. 
Lewis (G. D.). Amer, Jour. Obstet., August, 1903. 


IV.—VULVA, VAGINA, URETHRA AND BLADDER. 


ABLATION OF THE ANTERIOR URETHRA in woman with urethrostomy. 
Lzecugeu and Duvat. Annales des Maladies des Organes. Génito- 
Urinaires, August 15, 1903, p. 1,201. 
ATRESIA, genital, prevention of. 
Pincus. Monats. fiir Geburts. und Gyndék. Bd. xvii., Ht. 5. 
BLADDER, a peculiar kind of tumour of. . 
Bernot. Monats. fiir Geburts. u. Gyndk, Bd. 18, Ht. 1. 
CarcINnoMA, vaginal, on the etiology of. 
Maty (G. W.). Zentr. fiir Gyndk., 1903, No. 27. 
Cuiroris, cystic adeno-carcinoma of, developing on a dermoid cyst. 
Bertino (A.). <Anmalt di Ost. e. Gmecol., April, 1903, p. 267. 
FrproMYoMA of vagina. 
Pore. (G.). Rev. de Gynécol. et de Chir. Abd., May and June, 1903, 
No. 3. 
FiBROMYOMA of vagina. 
CristaLii (G.). Archw. di Ost. e. Ginecol., April p. 220 and May 
p. 280. 
Insurres oF Vaaina during Coitus, the etiology of. 
FrizgpMann. Monats. fiir Geburts. u. Gyndk. Bd. 18, Ht. 3. 
Lasia Minora, proliferating cystoma of. 
Pouiti (G.). Archiv. di. Ost. e. Ginecol., April, p. 193. 
PROLAPSE, surgical cure of genital. 
DE Pace (N. G.). Archiv. di. Ost. e. Ginecol., May, p. 262. 
ProLaPse, GENITAL, a new pessary for treatment of inoperable. 
Rosenretp. Zentral. f. Gynik., May 16, 1903. 
Pro.apsg, GENITAL, funnel-shaped pessary for. — 
Scuatz. Zentral. f, Gyndk., August 1, 1903, No. 31. 
PRoLapse, GENITAL, laceration of vagina and pelvic soft parts as a 
cause of. 
Scuatz. Zentr. fiir Gyndik., August 15th, 1903, No. 33. 
SUBURETHRAL ABSCESS, or incomplete internal urethral fistule. 
MILuER (C. Jerr). American Gynecology, August, 1903. 
Syncytioma, malignant, of the vagina, after labour at term. 
Scumaucn. Zettsch. fiir Geburts. u. Gynik. Bd. 49, Ht. 3. 
VaainaL Cyst, bi-locular. 
Fiescu. Wien. Med, Wochenschr., July 18, 1903. 
Vesico-VaGinaL Fistu.a, recent operations for. 
Rost. Deutsche Medicin. Wochenschr., June 11, 1903. 
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V.—ECTOPIC PREGNANCY. 


ABDOMINAL PREGNANCY, apparent, in a rabbit. 

Kamann. Monats. fiir Geburts. und Gyndk. Bd. xvii., Ht. 5. 
ABDOMINAL PREGNANCY in the rabbit. 

Sirrner. Archw. fiir Gyndk., 1903. Bd. 69, Ht. iii., p. 688. 


Ectoric GxstaTIon, etiology, symptoms, diagnosis, treatment. 
Heaty. American Gynecology, May, 1903. 


Ectopic GxstaTIon, objections to the vaginal route in the treatment of. 
Boveéx (J. Wester). Amer. Journ. of Obstet., July 1903. 


Ectopic GestaTIon, true and apparent. 
Koper. Zentral. f. Gynik., May 30, 1903. 


Extra-UTERINE Precnancy. A case of unruptured ectopic pregnancy. 
Rocuarp and DemeE.in. Bulletin de la Soc. d’Obstét. de Paris, 1903, 
No. 5. 


Extrra-Utering Precnancy. A contribution to the study of twin pregnancy 
intra- and extra-uterine combined. ; 
Bicuat. Rev. de Gynécol. et de Chir. Abd., May and June, 1903, No. 3. 
Extra-UTERINE PrecNnaNncy, double. 
CHANDLER (Swituin). WV. Y. Medical Journal, Aug. 15, 1903, p. 320. 


Extra-Ursringe PreGnancy, simultaneous with intra-uterine pregnancy. 


Gry. Zentr. fiir Gyndék., July 25, 1903, No. 30. 
Extra-UTERINE PREGNANCY, treatment of. 
Tuorn. AMiinchen. Medicin. Wochenschr., May 26, 1903. 
INTERSTITIAL PREGNANCY, case of, cured by operation. 
v. Sratzer. Wien. klin. Wochenschr., July 2, 1903. 
INTERSTITIAL GESTATION complicating Uterine Pregnancy ; abortion of both 
foetuses. 


Morrison (J. B.). V. Y. Medical Journal, June 27, 1903. Vol. Ixxvii., 
No. 26, p. 1,162. 


OvarIAN PREGNANCY. 

MicuouitscH. Zettsch. fiir Geburts. u. Gyndk. Bd. 49, Ht. 3. 
TuBaL PREGNANCY, contribution to the knowledge of. 

OrtTHMANN (E. G.). Zentr. fiir Gyndk., Aug. 8, 1903, No. 32. 


VI—THERAPEUTICS, TECHNIQUE, Erc. 
ADRENALIN, application in gynecology. 
Cramer. Deuts. Med. Wochenschr., August 20. 


Buriep CircuLtar Vacinau Licaturs for retroflexed uterus. 
Scnicxine. Zentral. f. Gyndék., June 6, 1903. 


Carp System in Gynecology. 
Boupt (H. J.). American Gynecology, August, 1903. 
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Ditators, UTERINE. 
Muuurr. Miinchen. Medicin. Wochenschr., May 26. 
Krouu. Jbid. 
Hort-Airn TREATMENT in gynecological diseases. 
Bircer. Wien. klin. Wochenschr., July 9. 
HyGigNE purinG Sexuaut Lire of women, and during labour, in ancient 
Greece and Rome. 
Lacus. Monats. fiir Geburts. u. Gyndk. Bd. xviii., H. 3. 
Lysou Porsonine. 
Hammer. Miinchen. Medicin. Wochenschr., May 26, 1903. 


Manuva. TREATMENT ofretro-deviation of the Gravid Uterus. 
Pounry. La Gynécologie, April, 1903. 


Oopuorin, the influence on assimilation of, in women with and without 
ovaries. 
Matues. Monats. fiir Geburts. u. Gyndk. Bd. xviii., H. 2. 
OvaRIAN OPOTHERAPY. 
JayLe. Rev, de Gynécol. et de Chir. Abd., 1903, No. 3. 
Rectum, digital exploration of, in gynecology. 
Ngumann. Ween. Med. Wochenschr., June 20. 
Szction-Curtine (microscopical). 
ZepuER (G.). Zentr. fiir Gyndk., July 11, 1903, No. 28. 


STERILE WaTER, an apparatus for obtaining and using. 
IwanorF (N.S.). Zentr. fiir Gynak., Aug. 8, 1903, No. 32. 
SUPRASYMPHYSEAL INCISION, transverse of Pfannenstiel. 
Mence. ,Monats. fiir Geburts u. Gyndk. Bd. xvii., Ht. 6. 
TRANSVERSE LapaRaTomy in gynecology. 
Bguttner (Orto). Revue Méd. de la Suisse Romande, July, 1903, 
p. 473. 


TREATMENT, new materials for, in Gynecology. 
PopgscuL. Ween. klin. Wochensch., June 25, 1903. 


Uterus, vaginal extirpation of, without anesthesia. 
GRaDENWITZ. Monats. fiir Geburts. und Gyndk. Bd. xvii., Ht. 5. 


Vaaina, technique of operations on. 
MarnzeEr (F.). Zentralblatt fiir Gyndk., Aug. 29, 1903, No. 35. 


VII.—VARIOUS. 


Conception, parthenogenesis and development. 
Scuicxine. Zentral. f. Gyndk., May 16, 1903. 


Dermow Cysts and Tgratomata, contribution to origin, pathology and 
diagnosis of, in anterior mediastinum. 


Danascuat. Beitriége zur Klinisch. Chirurg, May, 1903. Vol. 38, 
Ht. 3. 
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DraBETES in gynecological surgery. 
Feviner. Wien, Klin. Wochenschr, August 20, 1903. 
Exastic TissvE IN THE FEMALE GeniTaL OrGans, further observations on. 
Scuenk and Austeruitz. Zettschr. fiir Heilkunde. Bd. 24, Ht. 6- 
Empryomata and other tumours. 
Bearp. Berl. Klin. Wochenschr., July 27, 1903. 
Emsryo.oey of Tumours. 
Bgarv. Centralbl. fiir Allgem. Path. u. Path, Anat., July 18. 
ENTEROPTOSIS, present position in regard to. 
Donatti1. Wien. Medicin. Wochenschr., July 4, etc. 
ILEvs, treatment of, by subcutaneous injections of strychnine. 
Jarre (K.). Zentr. fiir Gynak., Aug. 15, 1903, No. 33. 
KipNEY AND URETER, tuberculosis of, diagnosis and prognosis. 
Bovis (J. W.). American Gynecology, August, 1903. 
Kipney, tuberculosis of, treatment of. 


Surer. Correspondenz-Blatt fiir Schweizer Aerzte, June 1. 


KipNney Tumours, especially the malignant hypernephroma, a clinical study 


of. 
Bouter. Wien, klin. Wochensch., May 14, 1903. 


Kipyegy, tumours of, in adult and child; clinical study. 
ImBERT. Gazette des Hépitauz, May 30. 
Leucocyte ENuMERATION, the importance of, in the diseases of the female 
generative organs. 
Dirzmann. Monats. fiir Geburts. u. Gyndk. Bd. 18, Ht. 1. 


Leucocytosis, its diagnostic importance in gynecology. 
WaLpsTEIN and Fettnew. Ween. Klin. Wochenschr., July 9, 1903. 


METEORISMUS, Post-OPERATIVE, physostigmin in dangerous cases of. 
Moszxowicz. Wen. Klin, Wochenschr., May 28, 1903. 
Nympuomanta, treatment by division of branches of the internal pudic and 
inferior pudendal nerves. 
Hamitton. Austral. Med. Gazette, May 20, 1903. 
Per.vis, results of fracture of. 
Buumreicu. Archiv fiir Gyndk., 1903. Bd. 69, Heft 1, p. 1. 
PERFORATIONS OF THE Rectum in the course of abdominal hysterectomy, 
suture impossible, treatment by occlusion of the pelvic cavity. 
Cuaput. Bull. et Mémoires de la Soc, de Chirurgie de Paris, June 16, 
1903, p. 658. 
PERITONEUM, treatment of, in diffuse peritonitis. 
Buiake. Annals of Surgery, August, 1903. 
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PROcREATION of the sexes at will. 
D’Hagnens (Anr.). Le Progrés Médicale Belge, Sept. 15, 1903. 
Prostitution and disease of female genital organs. 
JorpDan. Jdiinch. Med. Wochenschr., June 9, 1903. 
SuPPURATIVE PERITONITIS, operative treatment of progressive. 
Weser. Bettr. zur Klin. Chor. Bd. 39, Ht. 2. 
SexuaL CHARACTERISTICS, origin of. 
Hasan. Wien. Klin. Wochenschr., July 9, 1903. 
TuBERCULOUS PERITONITIS, experimental researches on the role of 
laparotomy in. 


Sattykow (M. S.). Archives de Méd. Experim. et @Anat. Path., 
July, 1903, p. 571. 





